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Nasal Sinusitis: Clarification of Certain 


Problems of General Interest 
A. R. HoLiteNnpER, M.D. 


MIAMI BEACH 


Several erroneous beliefs concerning nasal 
sinusitis have placed this disease in the category 
of uncertainty not only with the laity but more 
especially with the general practitioner. There is 
no justifiable reason why a patient should remark: 
“T have sinus trouble. I know I can’t be cured, 
but maybe you can give me some relief.” Nor 
is there justification for the general practitioner’s 
advice to his patient: “Don’t permit any special- 
ist to operate on your nose or sinuses.” Obvious- 
ly, statements like these are made either through 
ignorance of or through prejudice toward thc 
problem of sinusitis as it is understood today. 


Because a certain friend has had some intra- 
nasal surgery done without a completely success- 
ful result, because Mr. X has had multiple opera- 
tions for the removal of polyps, because Mrs. R. 
still does not breathe through her nose despite 
the fact that she has had a septal resection per- 
formed—all these reasons are unfavorable situa- 
tions which cause dissatisfaction, but in them- 
selves they are insufficient to nullify accepted 
indicated therapeutic methods and procedures. 


The fact remains that physicians often pass 
judgment without knowing the circumstances in- 
volved in a certain case. For example, a patient 
who has had a chronic hyperplastic sinusitis for 
several years without permitting the rhinologist 
to do more than extirpate a few polyps from the 
nose itself has no right to condemn sinus surgery; 
he has never had the opportunity to judge wheth- 
er he would have benefited from more radical 
procedure on the sinuses themselves. The patient 
who has had chronic ethmoiditis with pronounced 
postnasal dripping, frontal and occipital head- 
ache and definite systemic symptoms has little 
cause to criticize any form of modern accepted 
sinus therapy as long as he insists on resorting 
to irrational therapy. The patient who becomes 
an addict to nose drops, with the hope that such 


Read before the Staff of St. Francis Hospital, Miami 
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medication in itself will cure his sinusitis, and 
who ultimately is disappointed, has a case against 
the physician who unwisely prescribed such in- 
adequate therapy and not against the modern 
scientific management of sinus disease. 

Occasional failures in end results of nasal 
sinus treatment are common and acknowledged, 
but as stated before, the circumstances under 
which each patient is treated have a definite in- 
fluence on the outcome. Patients in whom the 
pathologic process in the sinuses progresses un- 
favorably either have not been in expert hands 
or have refused other than temporizing procedures. 

This is not the time to argue for or against 
conservative or radical therapy of nasal sinusitis. 
Suffice to say, there are definite indications for 
both, and one should not, therefore, permit a 
dogmatic viewpoint to develop. When the indica- 
tions for radical surgical intervention are clear- 
cut, nothing short of such intervention will bring 
about a satisfactory result. Unfortunately, how- 
ever, even some rhinologists have held to narrow 
views on the subject and have persisted in carry- 
ing out office procedures for indefinite periods 
when they well know at the outset that only more 
drastic aid can bring about a satisfactory con- 
clusion. 

The rhinologist who now neglects to take 
cognizance of the role played by allergy in the 
causation of nasal and sinus disease is destined to 
obtain poor results despite the utilization of every 
other form of rhinologic management. The pa- 
tient who has had a septal resection and still can- 
not breathe after complete healing has taken place 
is probably a candidate for the allergist. While 
no accurate percentage is ventured, it is safe to 
say that the larger portion of the group of pa- 
tients suffering from sinusitis have at the same 
time some allergic involvement. Treatment of the 
sinusitis alone, or the allergy alone, is usually in- 
effective, but when there is evidence of an allergic 
factor, allergic management becomes just as im- 














perative as rhinologic treatment, if a successful 
result ‘is to be anticipated. 

This presentation has not for its purpose the 
inclusion of technical details. These belong ex- 
clusively in the realm of the rhinologist. There 
are, however, certain considerations which merit 
general discussion, and which, after the introduc- 
tory remarks already made, should be of interest 
to every physician. To bring these considerations 
before you, I have propounded several pertinent 
questions. In the answers to these questions it 
will be obvious why the problem of nasal sinusitis 
is of general interest. 

The questions, and the order in which they 
wll be discussed, are as follows: 


1. How does nasal sinusitis develop? 

2. How does the disease manifest itself? 

3. Is sinusitis capable of acting as a focus of 
infection? 

4. What is the relationship of allergy to nasal 
snus disease? 

5. What is the status of nasal medication? 

6. What complications may result from nasal 
sinusitis? 

7. What modern methods are employed in the 
diagnosis of sinusitis? 

8. Is nasal sinusitis a curable disease? 


1. How Does Sinusitis Develop? 


Sinusitis usually follows an acute head cold, 
or as it is often called, an acute rhinitis. The 
factors which predispose to disease of a sinus cavity 
may well be classified as local and general. Of 
the local factors, anatomic irregularities of the 
septum, devitalization of the nasal mucosa from 
trauma or systemic disease, and allergy are the 
more important. Of the general factors, over- 
exposure to cold, swimming, a lowered resistance, 
and poor general health are of major considera- 
tion. When one or more of the local and general 
factors are present, sinusitis may develop. In a 
sense, sinusitis is a complication of the common 
cold which has run its course but which has not 
cured spontaneously. 

It should be remembered that the nasal mu- 
cosa always harbors bacteria. Under ordinary 
circumstances these bacteria are harmless. Once 
the resistance of the body is lowered, however, 
the bacteria become active because the body de- 
fenses are unable to retard their invasion into the 
deeper structures. The sinus cavities, which are 
lined with mucous membrane, are promptly sub- 
jected to infection by contiguity. At first the 
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disease resembles that of an acute cold, but as 
the infection progresses, systemic as well as local 
symptoms develop, rendering the diagnosis of 
sinusitis no difficult task. 


2. How Does the Disease Manifest Itself? 


Sinusitis may manifest itself by one or several 
symptoms, but occasionally these symptoms are 
not obvious and a so-called latent or silent sinus- 
itis may be present. When there is a history of 
the common head cold, and there is profuse dis- 
charge, and nasal breathing is difficult or impos- 
sible because of the congestion of the nasal mem- 
branes, sinusitis should be suspected. Headache 
when present is localized over the particular sinus 
or sinuses involved. In acute sinusitis, in addi- 
tion to the local symptoms, chills and fever are 
not of infrequent occurrence. The patient may 
not be aware of the existence of a sinus infection 
until the diagnosis is made by the rhinologist, 
but in many instances the symptoms are so definite 
and the patient so familiar with those characteris- 
tic of the disease that he is able to generalize on 
the diagnosis himself. This is why patients when 
asked for their complaint promptly answer, “sinus 
trouble.” 


In chronic sinusitis, headache on awakening 
in the morning is more or less typical. When to 
this is added postnasal discharge, intermittent 
nasal blockage, probably some ocular discomfort 
and general fatigue, a diagnosis of chronic sinus- 
itis has to be seriously entertained. Which of the 
sinuses is involved can usually be determined with 
the aid of modern diagnostic methods. 


3. Is Sinusitis Capable of Acting as a 
Focus of Infection? 

There are different opinions concerning the 
likelihood of sinusitis acting as a focal source of 
infection. In some quarters the view is held that 
a sinus infection does not differ from a tonsillar 
infection. In other centers, the opinion expressed 
has been otherwise, and little credence is given 
to the thecry that, for example, a maxillary 
sinusitis can be the focus of infection in a gen- 
eralized arthritis. 


According to one authority, the part played 
by the sinuses as a focus of infection is less im- 
portant than that of the tonsils, and the symptoms 
are less severe. This author stated further: “With 
the exception of the ethmoid the accessory sinuses 
seldom act as an important focus of infection, 
and the more chronic the infection and the more 
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evident the purulent discharge, the less likelihood 
of their being a source of general toxemia.” 

Despite this statement, when cultures from a 
sinus show pathogenic bacteria, and when other 
focal sources can be excluded in the presence of 
systemic disease, serious consideration must be giv- 
en to such a sinus as a focus of infection. One au- 
thority ranks the sinuses third as a focus of infec- 
tion, being preceded in importance by the teeth and 
tonsils. He believes that sinusitis should be re- 
garded as a contributing factor rather than the 
direct cause of generalized infection. 


4. What Is the Relationship of Allergy to 
Nasal Sinus Disease? 

As has been stated in the introductory re- 
marks, there is a definite relationship of allergy 
to nasal sinusitis. This is now common knowledge 
and must be fully appreciated if the manage- 
ment of sinusitis is to be rational. Unless one 
applies the present broad knowledge of allergy 
to nasal sinus disease, the results of the thera- 
peutic methods commonly employed will be dis- 
appointing. In only 30 to 40 per cent of all 
sinus cases can the cause be said to be infection 
only. 

Nasal and sinus allergy is a reversible state if 
the offenders are removed before hyperplasia of 
the membranes takes place. Once the latter pro- 
cess occurs, a superimposed infection is the usual 
course. The process is then one of allergy com- 
bined with infection. This combined state eventu- 
ally progresses and leads to irreversible (polypo‘d) 
changes of the nasal and sinus membranes. 

When a hyperplastic state of the nasal and 
sinus membranes occurs, patients exhibit symptoms 
which simulate those of the common cold. Chill- 
ing of the body exaggerates the symptoms and 
eventually leads to bacterial changes which result 
first in a watery, then in a purulent discharge. 

In chronic asthma of the allergic type, the 
nasal sinuses are frequently involved. In fact, 
some authors have reported that 90 per cent of 
asthmatic patients present some form of nasal 
or sinus involvement. 


5. What Is the Status of Nasal 
Medication? 

The belief that “nose drops” are of curative 
value in sinusitis is fallacious. In the very early 
stage of an acute infection of the upper part of 
the respiratory tract, nose drops should not be 
employed as their utilization only tends to pro- 
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long the nasal blockage incident to the condition. 
There may be some justification for the use of 
nasal medication in the subacute stage of nasal 
sinusitis, but then only for a brief period. As 
soon as the symptoms abate, such local therapy 
should be discontinued. 

Most of the nasal medicaments used today are 
astringent in action, some more so than others. 
Markedly astringent preparations are definitely 
harmful, producing violent headaches, overstimu- 
lation of the well-being, and worse than these 
symptoms, a severe secondary reaction during 
which the nasal blockage becomes more pronounced 
than at first. If it is imperative, as it is in some 
instances, to provide aeration and drainage, the 
use of mild astringents is justifiable, but, as has 
been stated previously, only for a brief pericd. 
The persistent and continuous use of any form of 
nasal medication leads to mucosal injury, and 
sometimes even to complete destruction of the 
nasal cilia with consequent disturbance of nasal 
physiology. 

The current trend of pharmaceutic houses to 
combine one of the sulfa drugs or penicillin with 
a nasal astringent may have some theoretic basis. 
From a practical point of view, however, since 
these preparations have not been found to possess 
any greater virtues than astringents alone, their 
use in nasal sinusitis is without any scientific 
basis. Furthermore, sensitivity to the topical 
administration of the sulfonamides is common, 
and in patients with nasal allergy, the symptoms 
are usually aggravated. 

If astringent nose drops are to be used at 
all, they must be administered correctly. Experi- 
ence has demonstrated that maximum effects are 
obtainable only by the postural methods of Proetz 
or Parkinson. The so-called Proetz displacement 
method has produced good results in indicated 
cases, especially in adults, while the Parkinson 
treatment has served its more useful purpose in 
infants and children. 

Finally, it should be remembered that present 
day teaching is opposed to the use of antiseptic 
preparations in the nose. The principles of good 
rhinologic therapy are based on the provision of 
ventilation and drainage. Since the astringents 
in themselves provide this action, the addition of 
antiseptics serves no useful purpose. 


6. What Complications May Result 
from Nasal Sinusitis? 


Because of the anatomic relationship of the 
nasal sinuses to other structures, the potentiality 
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of complications must always be considered. The 
complications may be of a mild character and 
easily controlled, or they may be severe. Osteo- 
myelitis of the cranial bones belongs to the latter 
category. Occasionally, one encounters also men- 
ingitis and brain abscess, and in extreme situa- 
tions, cavernous sinus phlebitis or cavernous sinus 
thrombosis. Frontal sinusitis and ethmoiditis 
seem to cause intracranial complications more 
commonly than disease in the other accessory 
nasal sinuses. Maxillary sinusitis only rarely 
produces intracranial complications. In general, 
acute sinusitis is more likely to progress and 
involve the intracranial structures than chronic 
sinusitis. There are, of course, definite pathways 
by which infection progresses and develops. 

There seems to be some controversy concerning 
the relationship of sinusitis to certain pulmonary 
conditions, more particularly. bronchiectasis. The 
more general belief now is that infection extends 
from the sinuses to the lower part of the respira- 
tory tract rather than in the reverse direction. 
There are definite causes for this belief, chief 
among which is the fact that when the focal 
source in the sinuses is eliminated, improvement 
takes place in the chest process. When to this 
is added the fact that sinus infection is found in 
practically three fourths of all cases of bronchi- 
ectasis, the significance of the sinuses as a likely 
focal source at once becomes apparent. 


Another complication of nasal sinusitis is 
otitis media. Occasionally the sinusitis may be 
of the latent or silent type. In most instances, the 
sinusitis is on the same side as the middle ear 
condition. When the sinusitis is controlled, the 
ear involvement usually subsides. There are some 
cases on record, however, in which the aural 
complications became severe, eventuating in mas- 
toiditis. The possibility of middle ear compli- 
cations resulting from sinusitis must always be 
borne in mind. 

Orbital and ocular complications should be 
included in this discussion. It is plausible to 
assume that sinusitis may extend to the orbital 
cavity producing cellulitis and even abscess for- 
mation. It is likewise reasonable to assume that 
impairment of ocular function may be produced by 
severe sinus infection. 


In all cases of ocular difficulties of unde- 
termined origin, an investigation of the nasal 
sinuses is in order and should be performed. Occa- 
sionally, the relationship is verified when treat- 
ment of the sinusitis improves the ocular trouble. 
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7. What Modern Methods Are Employed in the 
Diagnosis of Nasal Sinusitis? 

The history is important. As already stated, 
the common head cold generally precedes the 
onset of an acute sinusitis. By intranasal exami- 
nation one finds evidence of more than nasal 
trouble. The membranes are congested and swol- 
len, producing blockage to nasal breathing. A 
discharge is present in some part of the nose, 
depending on which of the sinuses is involved. 

After the intranasal structures are inspected, 
transillumination is employed as a routine pro- 
cedure. It serves as a guide in diagnosing in- 
volvement of the anterior sinuses, but is of no 
value in passing judgment on the posterior sinuses. 
For these, the roentgenogram is more often neces- 
sary to form a conclusive opinion. And if doubt 
still remains, irrigation of the suspected sinus 
cavity, or filling of the sinuses with lipiodol, must 
be employed. 

Interpretation of the roentgenogram is not 
always a simple matter. One must consider the 
duration of the disease, the possible existence of 
allergy, and other factors which may produce 
misleading shadows. 

A combination of diagnostic methods is often 
necessary to arrive at a diagnosis. In all cases, 
however, correlation of the findings with the 
clinical picture is important before a final opinion 
is ventured. 


8. Is Nasal Sinusitis a Curable Disease? 


The erroneous belief that nasal sinusitis 1s 
incurable should be corrected. True, some pa- 
tients with markedly advanced hyperplastic dis- 
ease never obtain a so-called pathologic cure. 
It is the exception rather than the rule, however, 
for such patients not to be symptomatically cured, 
if they will submit to modern methods of manage- 
ment. 

Nasal sinusitis is a curable disease provided a 
correct diagnosis is made and adequate treatment 
is instituted before irreversible mucosal changes 
take place. The rationale for the therapeutic pro- 
cedure or procedures employed should be well 
established. Resort should not be had to radical 
methods if more conservative ones will suffice. 
If there is doubt as to which should be used, and 
if there is no hazard in doing so, conservative 
treatment warrants a thorough trial. 

It should be remembered that many patients 
with acute sinusitis get well spontaneously. In 
only a comparatively small percentage does the 
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chronic disease develop. In this group a con- 
siderable number would be cured if early rational 
therapy were instituted. Unfortunately, as with 
tuberculosis and cancer, the diagnosis is not made 
early enough to make possible a favorable result 
with conservative therapy. After the pathologic 
process has advanced, surgical rather than non- 
surgical measures may be indicated. This does 
not imply radical treatment, because many surgi- 
cal measures belong in the category of conserva- 
tive therapy. 

Therapeutic methods in rhinology have under- 
gone vast changes during the last three decades. 
The changes have been occasioned by a better 
understanding of the physiology of the nose and 
its accessory sinuses. Advances in allergy and 
histopathology of the upper part of the respira- 
tory tract have likewise revolutionized rhinologic 
therapy. 

There is sufficient histopathologic evidence 
to demonstrate that sinus membranes possess 
reparative properties. They usually correct them- 
selves if and when favorable conditions are estab- 
lished for the sinus cavity, namely, ventilation 
and drainage through a well functioning sinus 
ostium. 

Both the physician and the layman are re- 
sponsible for the confusion now existing concern- 
ing the prognosis of nasal sinusitis. Sinusitis is 
curable in the large majority of persons afflicted 
with this disease. The prognosis is reasonably 
good when, as stated previously, the diagnosis is 
made early and the correct therapeutic measures 
instituted. 


Summary and Conclusions 
Occasional failures in end results of nasal 
sinus treatment are common and acknowledged, 
but the circumstances under which each patient 
is treated have a definite influence on the outcome. 


Sinusitis follows a more or less definite pattern 
in its development, usually beginning with a head 
cold, but certain general factors like a lowered 
resistance and inadequate body defenses help to 
intensify the infection of the mucous membranes 
of the entire respiratory tract. 

Acute sinusitis should be suspected when there 
is a history of the common head cold, profuse dis- 
charge and impaired nasal breathing. In chronic 
sinusitis the characteristic symptoms are head- 
ache on arising, intermittent nasal blockage, post- 
nasal discharge, ocular discomfort and general 
fatigue. 


695 


A nasal sinus may act as a focus of infection 
when cultures show pathogenic bacteria, and when 
other focal sources can be excluded. 

An allergic state of the nasal sinus membranes 
is reversible if the offenders are removed before 


hyperplasia of the membrane takes place. When 
the allergy is combined with infection, progressive 
changes occur, eventually leading to a polypoid 
or irreversible state. 

The mere instillation of “nose drops” will not 
cure nasal sinusitis. The habitual use of nasal 
medication leads to mucosal injury, destruction 
of the cilia and consequent impaired nasal 
function. 

Sinusitis is capable of producing mainly aural, 
ocular, pulmonary or intracranial complications. 

When a conclusive diagnosis cannot be made 
clinically, resort should be had to the roentgeno- 
gram with or without the use of radiopaque 
substances. 

Nasal sinusitis is a curable disease provided 
the correct diagnosis is made and adequate treat- 
ment instituted, as indicated, before irreversible 
changes in the lining membrane of the sinus 
cavity take place. 
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Ureteral Calculi in Children 


ARTHUR J. Butt, M.D. 


PENSACOLA 


Urinary calculi in children are seldom en- 
countered in the Western Hemisphere, and ureteral 
stones are distinctly rare.’’ In a collected series of 
2,096 cases of ureteral calculi, there were 16 cases 
in the young, an instance of 0.8 per cent.” 

The symptomatology of a stone impacted in 
the ureter, especially in a child, may be confused 
with numerous medical and surgical conditions. A 
stone migrating down the ureter often presents a 
picture of the so-called “acute surgical abdomen.”’ 
Despite their rarity in children, ureteral calculi 
must be considered in the differential diagnoses 
when the cause of pain, pyuria, hematuria, or 
obstructive uropathy is being sought. 


Etiology and Pathology 

Most ureteral stones in the very young are 
composed of uric acid. In older children, when the 
urine is sterile, the stone is usually composed of 
calcium oxalate. When infection exists, the stone 
is almost always phosphatic. Occasionally cysteine 
stones are encountered, in which case cysteinuria is 
present.'”’ Urinary stones in children are generally 
round or oval, smooth, and small. They are usually 
not greater than 5 mm. in diameter, although a 
few cases of giant ureteral calculi in children have 
been reported.”*’ Boys are affected about twice as 
frequently as girls. Ureteral stones occur equally 
on the two sides. Bilateral calculi are found in 
2 to 3 per cent of cases. 

The great majority of ureteral stones originate 
in the kidneys. Primary stones in infants may be 
due to gastrointestinal disturbances, deficient ali- 
mentation, faulty elimination, or hereditary fac- 
tors." Urinary stasis and infection must be con- 
sidered together in the formation of secondary 
calculi. Rarely, a calculus may form in a con- 
genital diverticulum of the ureter. Over 90 per 
cent of the stones engaged in the ureter will pass 
spontaneously into the bladder. Ureteral obstruc- 
tion due to congenital stricture, diverticula, ad- 
hesions, inflammatory or tumor masses, or anom- 
alous vessels is almost invariably present when 
the stone fails to reach the bladder. When a stone 
is present, it interferes with ureteral peristalsis. 
Also, inflammatory stricture will often result at 
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the site of obstruction. Complete ureteral obstruc- 
tion due to stones rarely develops in children as a 
child’s ureter dilates more readily than an adult’s. 
Too, the stone usually becomes flattened, grooved, 
or canalized, thus allowing drainage around it. 
Nevertheless, some degree of urinary back pres- 
sure usually accompanies any ureteral stone. 


Symptoms 

When a stone passes from the kidney into the 
ureter and down into the bladder, there is almost 
invariably pain, but a child suffers far less than an 
adult would under similar circumstances. The clin- 
ical picture of ureteral stone in older children is 
usually similar to that seen in adults; however, in 
infants the definite symptomatology may be con- 
fusing."’ In all ages of childhood, the failure to con- 
sider calculous disease commonly causes a stone to 
be entirely overlooked. Undoubtedly, some attacks 
of colic in infants and children are urologic rather 
than intestinal and result from passage of ‘“‘gravel”’ 
or clusters of crystals. Children suffering from 
urinary calculi are usually subjected to intra-ab- 
dominal exploratory surgery or are treated for 
months and years for so-called pyelitis before the 


. true cause of their symptoms is discovered. Aiso, 


many children with recurrent hematuria are 
treated for glomerulonephritis. Finally, because of 
persistent pyuria or hematuria, a urologic ex- 
amination is performed, and the stone may be dis- 
covered—often, too late. If calculous disease were 
considered more often in the young, prompt in- 
vestigation and proper treatment would alleviate 
much suffering, save many kidneys from ultimate 
injury and sacrifice, and in some instances save 
life. 

Ureteral colic usually begins in the costoverte- 
bral angle or in the right upper quadrant and is 
sharp, stabbing, cutting, or tearing in character. 
Generally, the onset is sudden, and in children is 
often ushered in with chills and sometimes con- 
vulsions. The attack may last a few minutes to 
several hours. After the attack subsides, “gravel” 
or true calculi may be found in the urine. Pain re- 
ferred through the celiac ganglion often causes 
nausea, vomiting, and sometimes constipation. 
Macroscopic hematuria commonly accompanies 
ureteral colic, but bleeding may be microscopic, as 
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is the usual case during intervals between at- 
tacks.'* Disturbances of urination may be a reflex 
manifestation. When urinary infection is present, 
however, frequency, urgency, pain, and hematuria 
may be due entirely to inflammation. Ureteral colic 
may simulate intestinal colic, intestinal obstruc- 
tion, appendicitis, or numerous other acute dis- 
eases of the abdomen. Enteric pain is intermittent 
and is usually associated with constipation or diar- 
rhea; urinary disturbances are absent. With stone 
colic, the child cries throughout the attack, the 
bowel movements are usually normal, and urinary 
disturbances are common. Often there is great re- 
flex abdominal distention; however, the abdomen 
is usually soft, the pain is more pronounced in the 
flank, and fever is absent, unless infection exists. 
Urinary disturbances are present, and blood is 
found in the urine. It should be remembered that 
hematuria may occur in appendicitis as a result of 
ureteritis produced by the overlying inflamed ap- 
pendix. 
Diagnosis 

A complete physical examination is the first 
prerequisite for the diagnosis of ureteral stone. Pal- 
pation of the renal areas may reveal one or both 
kidneys to be tender, and the kidney on the in- 
volved side may be enlarged. When deep palpation 
is permissible, tenderness may be elicited along the 
course of the ureter. Microscopic hematuria is 
present in the majority of cases, and the urine is 
usually infected. The causative organisms may be 
determined by smears of the urinary sediment 
which are stained with methylene blue or Gram’s 
stain and examined under oil immersion lens. Urine 
culture must be done when more detailed identi- 
fication of the organisms is desired. 

The importance of determining renal function 
in these cases cannot be overemphasized. If the 
child is old enough to cooperate, a test for phenol- 
sulfonphthalein elimination may be performed. 
Blood urea nitrogen, nonprotein nitrogen, creatin- 
ine, and carbon dioxide combining power will 
furnish further information concerning renal func- 
tion. A scout film of the kidneys, ureters and 
bladder and excretory urograms will usually re- 
veal the presence of a stone and will afford 
valuable information as to the functional ac- 
tivity of the urinary system. One should con- 
stantly keep in mind that a scout film giving 
negative evidence does not necessarily rule out 
the presence of a stone. Cystoscopic exam- 
ination with differential determination of renal 
function by phenolsulfonphthalein or indigo car- 
mine excretion will afford supplementary informa- 





tion. Retrograde pyeloureterograms are done if the 
diagnosis is uncertain or if further information is 
desired. 
Treatment 

The treatment of ureteral stone may be classi- 
fied as (1) expectant, (2) instrumental, and (3) 
operative. In expectant treatment one awaits the 
spontaneous passage of the stone. Because of the 
proportionately large caliber of the ureter in 
young children, conservative treatment is often in- 
dicated. As a rule, in children, a stone may be ex- 
pected to pass from the ureter to the bladder when 
its transverse diameter in millimeters is not over 
ene third of the age. For example, a child 9 years 
old will pass a stone 3 mm. in diameter." During 
this expectant treatment, water in abundance is 
prescribed. Codeine or morphine should be em- 
ployed during attacks of ureteral colic. Regard- 
less of the size of the stone, expectant treatment 
is contraindicated if migration of the ston2 is slow 
and extremely painful. 


If the stone is small and its passage through the 
ureter seems likely, and if infection is absent or 
mild, instrumental dilatation of the ureter may fa- 
cilitate its passage. Because of the small caliber 
instruments which must be used, ureteral dilatation 
may be carried out by the passage of two, three, 
or four small size 4 F. catheters side by side. The 
catheters are left in place for a few hours to make 
the dilatation more effective. Sterile mineral oil 
is then injected through one of the catheters to 
facilitate passage of the stone, and the catheters 
are then twisted and removed. If the stone fails to 
pass within two or three weeks and if little or no 
infection is present, ureteral dilatation may be re- 
peated. More than two instrumental dilatations are 
not advisable. Manipulation of ureteral stones is 
not without hazard, particularly in the young. 


Ureterolithotomy is indicated when (1) the 
stone fails to pass spontaneously; (2) if migration 
is slow and painful; (3) if serious renal damage or 
infection of considerable degree is present; and 
(4) if the stone is considered too large to pass. 
When ureterolithotomy is decided upon, a last 
minute scout film should be made to ascertain 
whether the stone has moved. The incisions em- 
ployed in ureterolithotomy in adults can usually 
be applied in children. Having identified the 
stone at operation, the ureter just above should be 
compressed with the finger or a tape sling used to 
prevent losing the calculus. The ureter overlying 
the stone is incised longitudinally, and the stone 
removed. A small catheter is then passed to the 
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bladder and to the kidney to detect any previously 
unrecognized stone or other obstruction. The 
ureteral wound is closed with fine atraumatic in- 
terrupted sutures, care being taken that the ureteral 
mucosa is not included in the suture. 

Follow-up studies should be carried out in all 
patients who have had urinary calculi. Urinalyses, 
tests for renal function, and roentgenologic studies 
should be done to determine if residual infection is 
present and to determine if there is any recurrence 
of stone formation. A dietary regime to aid in pre- 
venting any recurrence of stone is difficult to 
carry out in children as it usually results in an 
unbalanced diet for the growing child. 


Report of Case 

A. E., a 10 year old white boy, was admitted to the 
hospital on April 17, 1947 because of acute pain in the 
rignt side of the abdomen. A tentative diagnosis of 
acute appendicitis was made; however, the finding of 
numerous red blood cells in the urine prompted urologic 
consultation. Questioning revealed that he had had pain- 
less gross hematuria, without clots, on five occasions 
during the preceding month. Three days before admission 
there had developed a dull aching pain in the right upper 
quadrant which radiated medialiy. The pain increased in 
intensity and finally became sharp and colicky in charac- 
ter. At that time he complained of increased frequency of 
urination. All symptoms suddenly ceased for several hours, 
following which the dull, aching pain recurred, then dis- 
appeared completely. The remainder of the medical his- 
tory was noncontributory. 

Physical examination revealed a well developed, well 
nourished boy in no apparent pain. There was moderate 
tenderness in the right costovertebral angle and decided 
tenderness and a sensation of fulness in the right upper 
quadrant. No other positive physical findings were present. 

Laboratory Data: Urine: Smoky; hydrogen ion con- 
centration, 5.5; specific gravity, 1.018; 1 plus albumin; no 
sugar. Wet sediment, numerous erythrocytes; stained sedi- 
ment, no pus, no organisms. Urine culture, negative 
Blood: Red blood cells, 4,350,000; hemoglobin, 88 per 
cent; white blood cells, 11,800; neutrophils, 68 per cent; 
lymphocytes, 38 per cent; monocytes, 4 per cent. Phenol- 
sulfonphthalein, intravenous, one hour and ten minutes, 
60 per cent. Nonprotein nitrogen, 28. Serum calcium, 10. 
Serum phosphorus, 3.5. Kahn reaction, negative. 

Roentgenograms of the kidneys, ureters and bladder 
and excretory urograms revealed a moderate hydrone- 
phrosis of the right kidney and a moderate dilatation of 
the upper one third of the right ureter. The middle 
third of the right ureter was not well visualized. The left 
kidney and ureter were normal. 

Under ether anesthesia, cystoscopic examination re- 
vealed that the bladder mucosa was essentially normal. 
Smoky urine spurted from the right orifice, clear urine 
from the left orifice. Indigo carmine appeared at the left 
orifice in three minutes with good concentration and at 
the right orifice in six minutes with poor concentration 
and in eight minutes, fair concentration. A size 4 ureteral 
catheter was inserted into the right ureter, and an ob- 
struction was encountered 9 cm. above the orifice, but the 
catheter was passed without difficulty into the kidney. 
Retrograde pyeloureterograms confirmed the findings of 
the excretory urograms. There was no demonstrable cause 
for the hydronephrosis. The catheter was left in place 
for three days for drainage of the kidney, then removed, 
as the parents refused any further roentgenograms at that 
time. 

One month later urinalysis revealed few erythrocytes. 
Two months later, roentgenograms of the kidneys, ureters 
and bladder and excretory urograms revealed that the 
right kidney was much smaller, there being only slight 
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dilatation of the pelvis and blunting of the calyces. The 
ureter was well outlined, and no filling defects were dem- 
onstrated. The patient was not seen again for three 
months. Five months after the original attack, he com- 
plained of severe colicky pain in the right side and was 
hospitalized. Retrograde pyelograms revealed moderate 
hydronephrosis of the right kidney, dilatation of the upper 
two thirds of the right ureter, and a filling defect, 1.2 
cm. by .7 cm., in the lower one third of the right ureter. 
The filling defect was consistent with a stone. The stone 
was considered too large to pass spontaneously or to be 
removed by instrumental manipulation, and it was decided 
that ureterolithotomy was indicated. 

Through an oblique, lower, right, abdominal incision, 
the ureter was identified. The ureter was thickened, and 
there was considerable periureteritis. The stone was iso- 
lated in the lower one third of the ureter and was re- 
moved without difficulty. A catheter was passed to the 
kidney and bladder without meeting obstruction. The in- 
cision was closed with three size 000 atraumatic sutures. 
Postoperative convalescence was entirely uneventful. 
Chemical analysis of the stone revealed calcium oxalate. 

Roentgenograms of the kidneys, ureters and bladder 
and excretory urograms, two and four months postoper- 
atively, revealed normal kidneys and ureters, and re- 
peated urinalyses have given negative results. 

Summary and Conclusion 

Despite their rarity in children, ureteral cal- 
cali must be considered in the differential diag- 
noses when the cause of pain, pyuria, hematuria, or 
obstructive uropathy is being sought. Complete 
urologic: examination must be carried out when 
these conditions exist. Undoubtedly, some attacks 
of colic in children are due to the passage of stones 
or clusters of crystals. Children suffering from 
urinary calculi are usually subjected to intra-ab- 
dominal exploratory surgery or are treated for 
months and years for so-called pyelitis or glom- 
erulonephritis before the true cause of their symp- 
toms is discovered. 

The great majority of ureteral calculi will pass 
spontaneously into the bladder. If, however, severe 
infection or reduced renal function exists, if pas- 
sage of the stone is slow and extremely painful, 
or if the stone is considered too large to pass, opera- 
tive intervention is indicated. 

A case is reported of a ureteral stone in a boy, 
aged 10, in which the cause of hydronephrosis and 
hydroureter could not at first be determined de- 
spite thorough roentgen studies. Apparently, the 
stone shadow was obscured by the pelvic bones. 
Later roentgenograms revealed a stone to be the 
cause of obstruction. It was considered too large 
to pass, and a successful ureterolithotomy was per- 


formed. 
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Diagnosis and Treatment 


Rocer F. Sonpac, M.D. 
JACKSONVILLE 


Since the advent of penicillin many articles 
have appeared in the literature on the diagnosis 
and treatment of venereal diseases. It would 
be a task to cover the entire field; however, I 
should like to present some of the latest thoughts 
and clinical observations on this group of dis- 
eases. 

Syphilis 

Penicillin given in adequate amounts is a 
safe effective short term method of treating early 
syphilis. This short term administration, how- 
ever, creates a lag between the completion of 
therapy and the alteration of the serologic re- 
sponse. In the days of standard therapy, the 
prolonged treatment periods permitted the ob- 
servation of serologic reversal during the span 
of such treatment. Today, with penicillin, re- 
versal occurs many months after therapy has 
been completed, and it is therefore imperative 
that physicians be familiar with the inter- 
pretation of the quantitative serologic test in 
order that they may intelligently diagnose and 
treat syphilitic conditions. 

This lag with short term therapy has raised 
many questions among physicians as to the 
results of intensive therapy and the need for 
retreatment in their patients returning from 
rapid treatment centers or completing ambula- 
tory therapy in their offices. It is important, 
therefore, that the patient who has completed 
penicillin therapy be observed once each month 
for a period of at least one year. In addition 
to the routine monthly blood test, which should 
be submitted for titered serologic testing, it is 
extremely important to observe clinically the site 
of the original lesion and to look for mucocuta- 
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neous relapses at such sites as the mouth, eyes, 
genitalia and skin. 


Points of Emphasis'* 

1. A quantitative serologic test must be 
utilized in evaluating rapid treatment follow-up. 

2. A base line prior to treatment is desirable. 

3. The same laboratory should be used for 
all tests. (Do not attempt to evaluate the results 
of one laboratory against another, as different 
technics, different tests and differences in anti- 
gen sensitivity will give variable results.) 

4. A one tube dilution difference, such as 
1:1 dilution to 1:2 dilution or 1:2 dilution to 
1:4 dilution, may be an observational error. In 
such instances the serologic test should be re- 
checked at weekly intervals. 

5. The initial pattern of the serologic curve 
is not of prognostic value. A serologic reaction 
which becomes negative may revert to positive 
in ensuing months. A minimum of one year fol- 
low-up is imperative after the first negative 
reaction. 

6. In early infectious syphilis, there is in 
most cases reversal to negative or a trend to 
low titer positives by the end of the sixth month. 

7. A rise in the quantitative titer after in- 
tensive treatment warrants repeat tests at weekly 
intervals to ascertain whether serologic and clini- 
cal relapse is impending. : 

8. The monthly interval of observation is 
important, since an intervening decline and sub- 
sequent rise may be missed as illustrated in 
figure 1. 

9. A substantial rise in the quantitative titer 
indicates a serologic relapse and is usually fol- 
lowed by a clinical relapse. In such cases the 
patient should be retreated immediately when 
serologic relapse is determined. 
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10. The longer the duration of a syphilitic 
infection, the greater the lag in the serologic 
decline. 

11. The longer the duration of the infection, 
the less chance of complete reversal to negativity. 
In old syphilitic infections one will find more 
seroresistance or serologic fastness. 

12. Every patient with a syphilitic infection 
should have an examination of the spinal fluid. 
This examination may frequently explain the cause 
of persistently elevated quantitative titers, if the 
spinal fluid test reveals involvement of the cen- 
tral nervous system. 


Indications For Retreatment 

1. If clinical mucocutaneous lesions recur at 
any time following rapid short term therapy— 
retreat. A primary chancre may recur at its 
initial site, and secondary symptoms may also 
recur. 

2. If, in the absence of lesions, the quantita- 
tive serologic tests which have been declining 
show a leveling off at values above 1:4 dilution 
(16 Kahn Units) and this is maintained for 
six months—retreat. 

3. If the quantitative titer which has been 
declining reverses its trend and shows an in- 
creasing value, weekly tests are indicated. (See 
figure 1.) If these confirm the rise—retreat 
immediately. This is a serologic relapse, and 
clinical relapse impends within a month. 

4. If the quantitative titer declines to nega- 
tive and begins to increase as confirmed by 
weekly tests after the rise—retreat. Although 
patients may have a negative reaction some 
months after rapid therapy, it is imperative that 
they be followed for one year with monthly tests 
since there may be a relapse even after negativity 
is obtained. The chances of such relapse, how- 
ever, diminish rapidly beyond the sixth month of 
observation. 

5. If treatment fails to alter a high initial 
quantitative titer and this original titer persists 
beyond the fifth month of observation, intensive 
therapy has been a failure—retreat. 
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Treatment 


PRIMARY AND SECONDARY SyYPHILIS.—For the 
past several years clinical experiments have been 
undertaken in the treatment of syphilis with 
penicillin. Cooperating clinics throughout the 
country have explored different treatment sched- 
ules in the management of early syphilis. Tabu- 
lated data presented by the cooperating clinics 
show the range of effectiveness of penicillin in 
the treatment of early syphilis to be in doses 
somewhere between 2.4 and 4.8 million units. 
The duration of treatment in days shows that it 
appeared io make no difference whether the 
doses were given in four, seven and one-half or 
fifteen days, as the net results were equally 
satisfactory. Likewise, it makes no difference 
whether the interval between injections is two, 
three or six hours when aqueous solution is used. 
Clin‘cally, penicillin G is superior to any other 
form of penicillin in the treatment of syphilis. 
The use of penicillin G makes hospitalization a 
necessity; therefore, it is of utmost importance 
to the patient and to the physician that a treat- 
ment schedule be developed which would do 
away with the necessity for hospitalization. Since 
procaine penicillin and penicillin in oil plus 
aluminum monosterate show a detectable blood 
level for forty-eight to seventy-two hours, it 
appears that penicillin in oil and beeswax is on 
the way out, to be replaced by other prepara- 
tions. 

Primary and secondary syphilis can now be 
effectively treated on an ambulatory basis by 
using procaine penicillin or penicillin in oil with 
aluminum monosterate in one of two ways: 1 
cc. (300,000 units) daily for fifteen days, total 
4.5 million units; or 2 cc. (600,000 units) daily 
for eight days, total 4.8 million units. There 
is no material advantage in using arsenic and 
bismuth with penicillin over using penicillin 
alone. 


Moore® is of the opinion that patients who 
have been treated with penicillin and have ex- 
perienced a relapse should have arsenic and 
bismuth added to their penicillin treatment. 
Others, however, prefer giving the patient an- 
other course of penicillin therapy, usually dou- 
bling the total amount given. Mahoney’ and his 
group saw no reason to employ such a dangerous, 
unpleasant, disagreeable drug as arsenic in the 
treatment of early syphilis when penicillin is 
equally effective. Penicillin therapy does not 
offer a “sure-fire” cure for syphilis. Relapses 
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may occur, but a relapsing infection can be re- 
treated quickly and effectively by employing a 
larger dose of penicillin. The rapidity and ease of 
administering penicillin and the almost negligible 
toxicity make it a particularly valuable drug. 
EarLy LATENT SYPHILIS (DURATION LEss 
THAN. Four YeEars).—The same _ treatment 
schedule employing procaine penicillin as out- 
lined for early infectious syphilis may be used 
for the latent form in the early stages. Patients 
given rapid therapy for early latent syphilis of 
less than six months’ duration may expect a sero- 
logically negative reaction within one year after 
treatment in the majority of cases. The per- 
sistence of low quantitative titers of 1:2 (8 Kahn 
Units) or less in such patients for more than one 
year is not an indication for further treatment. 
In patients with latent syphilis of more than 
six months’ duration as a rule it requires more 
than one year to obtain a completely seronegative 
reaction. In general, the longer the duration of 
latent syphilis, the longer the time required for 
the serologic test to give negative results. Retreat- 


ment is not indicated in such patients unless the 
follow-up serologic titer shows definite and sub- 
stantial rises from previous levels. 


Late LATENT SYPHILIS (DURATION More 
THAN Four YEArRS).—The aim of treatment in 
late latent or late syphilis in general is not to 
obtain negative serologic reactions, but to pre- 
vent further progress of the disease. Procaine 
penicillin or penicillin in oil and beeswax, given 
600,000 units intramuscularly every twenty-four 
hours for eight to ten days with the total dosage 
4.8 to 6 million units, is the recommended 
therapy for this stage of syphilis. Quantitative 
serologic tests are valuable in the follow-up of 
such patients. If decidedly substantial rises in 
serologic titer occur, additional treatment is in- 
dicated. Present knowledge indicates that patients 
who continue to have a gradual drop in titer 
over a period of years require no further treat- 
ment. 

CARDIOVASCULAR SyPHILis.—Little is known 
as to the effectiveness of penicillin in cardiovas- 
cular syphilis. If penicillin is utilized, it should 
be started after the patient is prepared for eight 
to ten weeks with bismuth therapy. The total 
dosage of penicillin should be large (6 or more 
million units) and duration of treatment pro- 
longed over fifteen or more days. Moore’ has 
shown that one can produce, both in early 
syphilis and neurosyphilis, multiple Herxheimer 
reactions by means of the administration 
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of small doses of penicillin. He stated that it 
1S Oi practical importance to note, especially in 
card.ovascular syphilis, that the Herxheimer re- 
action cannot be avoided by initiating treatment 
with tiny doses of penicillin, but in doing so one 
may subject a patient to multiple reactions and, 
if there is real danger involved, leave him in a 
worse state trying to avoid trouble than if one 
had plunged boldly ahead and given him a good- 
sized therapeutic dose to begin with. 
NEUROSYPHILIS.—Six to 10 million units of 
penicillin (600,000 units daily) intramuscularly 
should be administered over a period of eight to 
twenty days’ time in asymptomatic invasion of 
the central nervous system. In paresis and tabes 
dorsalis, 10 to 20 million units of penicillin ad- 
ministered over a period of ten to twenty days 
is recommended. The literature is replete with 
accounts of the advantages of penicillin alone or 
penicillin combined with fever therapy in the 
treatment of severe parenchymatous types of 
neurosyphilis. Kierland, O’Leary and Under- 
wood’ concluded, from a review of the literature 
and their own experience, that a combination of 
malaria and penicillin is the treatment of choice 
in severe types of neurosyphilis. Dattner’ and 
Stokes and his associates" agreed that equally 
good results are obtained by the use of penicillin 
alone. I am inclined to agree with the latter 
opinion and therefore recommend penicillin alone. 
In syphilis of the central nervous system, the 
spinal fluid findings are the only reliable guide 
to evaluating the therapeutic efficacy of penicillin. 
The presence of an increased number of cells in 
the spinal fluid six months after treatment, ac- 
companied by a rise in the total protein or 
globulin or a rise in the spinal fluid quantitative 
titer at any time following treatment, indicates 
the need for additional treatment. Thus, the 
spinal fluid examination is to neurosyphilis what 
the serologic test is to the other stages of syphilis. 
All observers agree that the first abnormal find- 
ing of the spinal fluid to become normal is the 
cell count. The protein value, the colloidal 
gold changes, and the complement fixation re- 
actions decrease gradually, usually in the order 
given. In some patients it may require five or 
more years before the serologic reaction and the 
colloidal gold curve become completely normal. 
SYPHILIS OF PREGNANCY.—Penicillin in ante- 
partum syphilis is nearly a complete success in 
the protection of the fetus. In the past, repeated 
recommendations have been made that the 
syphilitic mother should be given adequate treat- 
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ment in every pregnancy regardless of the amount 
of previous treatment she might have received. 
Most syphilologists believe that this is no longer 
necessary, but if there is reason to suspect that a 
patient will not return faithfully for serologic 
tests, it is certainly safer to retreat when the 
diagnosis of pregnancy is made. For some yet 
unexplained biologic reason, it appears desirable 
to administer penicillin G aqueous solution, 
50,000 units intramuscularly every two hours, 
ninety-six doses, a total of 4.8 million units 
during pregnancy. This schedule, of course, re- 
quires hospitalization, and if such is impossible, 
then satisfactory results can be obtained by using 
the treatment schedule outlined under primary 
and secondary syphilis. Nonsyphilitic babies 
may be obtained regardless of the period of 
gestation in which penicillin therapy is started. 
If relapse occurs during the antepartum period, 
a healthy baby may be obtained if retreatment 
is instituted promptly. It is imperative that a 
quantitative serologic test be taken at monthly 
intervals or less during the antepartum period in 
order to detect evidence of serologic or clinical 
relapse. 

Goodwin and Farber’ and Speicer, Flaum, 
Moon-Adams and Thomas” studied large groups 
of patients with varying types of syphilitic in- 
fection and observed them through subsequent 
pregnancies in which further antisyphilitic treat- 
ment was purposely omitted. The data from 
these studies indicate that it is not necessary to 
administer antisyphilitic treatment to a syphilitic 
woman during every pregnancy and that there 
is a high degree of probability that the infant 
will be normal if maternal treatment is with- 
held; the treatment is advocated during preg- 
nancy only for those patients who have not 
shown satisfactory progress. Further treatment 
during pregnancy may be omitted if the follow- 
ing requirements are met: (a) when the mother 
has previously received 4.0 Gm. or more of an 
arsenical together with bismuth or 2.4 or more 
million units of penicillin; (b) when the previous 
treatment was administered during a previous 
pregnancy or during a nonpregnant interval; (c) 
when the mother shows no signs of active syphilitic 
infection; and (d) when the mother has a nega- 
tive serologic reaction or if still seropositive, the 
titer is of low dilution. If the quantitative blood 
titer rises at any time during pregnancy, additional 
treatment is indicated; if it remains at a stationary 
low level, no additional treatment is necessary. 
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CONGENITAL SypHILis.—The desirable treat- 
ment for early congenital syphilis (infants) is 
the use of penicillin G in aqueous solution every 
two hours intramuscularly. The total dosage is 
calculated on the basis of 100,000 units per pound 
of body weight divided by 120 doses. 

Late congenital syphilis is treated by the 
same schedule outlined under primary or second- 
ary syphilis. 

INTERSTITIAL KERATITIS.—Uniformly good re- 
sults are not always obtained with any thera- 
peutic schedule in the treatment of interstitial 
keratitis due to late congenital syphilis. Various 
forms of treatment have been advocated with 
more or less the same results; that is, in occa- 
sional cases there is dramatic cure, in others 
moderate improvement, and in significant num- 
bers little or no improvement. Routine anti- 
syphilitic therapy with the arsenicals and _bis- 
muth has given only fair results. London and 
Noojin” in a series of cases used combined 
fever and penicillin therapy. The fever therapy 
was induced with a typhoid vaccine preparation. 
Bidaily injections of typhoid vaccine were used 
to induce fever, plus 4 to 6 million units of 
penicillin. They concluded from their prelimi- 
nary studies of this series that this treatment 
schedule is not highly satisfactory in terms of 
ultimate clinical results. From the results of 
available therapeutic regimes for the treatment 
of interstitial keratitis, it is concluded that an 
urgent need for newer and more effective methods 
is indicated. 

Optic Nerve Atropuy.'°—The most effica- 
cious treatment of primary syphilitic optic nerve 
atrophy at the present time is considered to be 
malarial therapy aided by a course of con- 
comitant and subsequent injections of penicillin 
with 5,000,000 units in each course. 


Other Venereal Diseases"' 


GONORRHEA.—The most widely employed 
treatment schedule for acute or chronic gonor- 
rhea at the present time is a single intramuscular 
injection of 300,000 units of penicillin in oil and 
beeswax, procaine penicillin, or penicillin in oil 
with aluminum monosterate. Some observers report 
a good rate of cure with a single intramuscular in- 
jection of 0.2 Gm. of streptomycin in aqueous 
solution and almost 100 per cent rate of cure 
with a single dose of 0.3 Gm. 

The treatment of gonorrhea is in itself not 
much of a problem. The biggest problem in the 
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control of gonorrhea is the diagnosis, particularly 
in the female. If, however, the physician’s degree 
of suspicion is elevated, in a good many of the 
questionable cases treatment for gonorrhea will 
be given even though laboratory findings are not 
conclusive. If the morbidity of gonorrhea infec- 
tions is to be reduced, physicians must exert 
more effort to obtain contacts, particularly fe- 
male contacts of male gonorrhea patients. 

When treating patients for gonorrhea with a 
single intramuscular injection of penicillin, one 
should be aware of the fact that this small dose 
is sufficient to delay or mask the development of 
primary or secondary syphilitic lesions for as long 
as three to nine months when a dual infection has 
been contracted. It is well when treating patients 
for gonorrhea to make inquiry of these patients 
to see if, they had any febrile reactions from the 
single injection of penicillin. If such a patient 
had a febrile reaction two or three days after 
treatment, it was probably due to a Herxheimer 
reaction, and this patient should be carefully ob- 
served at monthly intervals for the next three to 
nine months with quantitative blood tests to detect 
the development of delayed primary or secondary 
syphilis. 


OPHTHALMIA NEONATORUM.—The state law 


of Florida requires the instillation of 1 
cent silver nitrate in the eyes of newborn infants 
for the prevention of ophthalmia neonatorum. 
Many articles have appeared in the literature 
about the use of penicillin in concentrations of 
2,500 units per cc. to prevent the development 
of this disease, but this method requires the 
instillation of penicillin drops in the eyes for at 
least four days and to date investigators have 
not been convinced that this method is superior 
to the single instillation of silver nitrate; there- 
fore, the use of penicillin drops is not yet recom- 
mended. 

GRANULOMA INGUINALE.’*—The use of strep- 
tomycin in the treatment of granuloma inguinale 
is highly effective. The Rapid Treatment Center 
at Melbourne has treated approximately 500 
patients, who received an average of 20 Gm. each. 
In early cases, healing of the lesions was rapid, 
and Donovan bodies disappeared in six to eight 
days. Lesions of longer duration required from 
20 to 40 Gm. of streptomycin, and a longer 
time was required for the lesions to heal. 

CHancrow.—The sulfonamides still remain 
the drugs of choice in this disease. Streptomycin 
may display some curative value, but penicillin 
is ineffective. 
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LYMPHOGRANULOMA VENEREUM.—Sulfonam- 
ides are of some value in the treatment of this 
condition, particularly in the acute phase. No 
antibiotic has proved of definite value in this 


virus infection. 


Conclusion 

An attempt has been made to cover some of 
the latest advances in the diagnosis and treat- 
ment of venereal diseases. Although there now 
are better therapeutic weapons with which to 
combat most venereal diseases, it is evident that 
these diseases will not be abolished at any time 
in the near future unless the sexual behavior of 
human beings undergoes radical changes or some 
form of immunization is developed to prevent 


these infections. 
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The Role of Quinine and Urea Hydrochloride 
in Proctology 


ROBERT V. TERRELL, M.D. 
AND 
C. C. CHEWNING, Jr., M.D. 
RICHMOND, VA. 


It is regrettably true that, in so far as we know, 
the injection treatment of hemorrhoids was 
originated by quacks who exploited it to such a 
degree that in certa.n localities the siigma still 
lives. According to Andrews,’ this treatment was 
orig.nated in 1871 by an “itinerant charlatan” oi 
Ciinton, Ill. The method and drug used are not 
clear, but it appears that the secret formula was 
imparted for a fee which entitled the purchaser to 
exclusive rights in a limited territory. It seems 
likely that phenol was at least one of the active in- 
gredients and that hemorrhoids prolapsing outside 
the body were the type usually treated, as suitable 
specula were not then available. Treatment was 
intended to slough off the hemorrhoidal masses. 
There were, no doubt, many unfortunate compli- 
cations from this sort of treatment administered by 
such poorly trained and ill-equipped practitioners, 
but the fact cannot be overlooked that some pa- 
tients were cured. The ethical practitioner of that 
day had only surgery to offer relief for the “pile 
sufferer,’ and for one reason or another this was 
re:used by many. At any rate, the method sur- 
vived, but it was almost the exclusive property of 
the quack until 1916. 

In the first decade of the present century 
quinine and urea hydrochloride were widely used 
as a local anesthetic, and it was well known that its 
use was followed by a fibrous infiltration of the 
deeper tissues and frequently by sloughing of 
the skin or mucous membranes. In April 1913, 
Dr. E. H. Terrell** first used this drug in the in- 
jection treatment of internal hemorrhoids after 
rationalizing that a cure could be expected to fol- 
low the artificial creation of a fibrosis within the 
hemorrhoid, care being taken to avoid the produc- 
tion of a slough. He was successful with this 
therapy, and in 1916 read before the American 
Proctologic Society his first paper on the subject, 
in which he gave his experiences with the method. 
He had varied the concentration of the drug from 
1 to 20 per cent and concluded that 5 per cent was 
the most satisfactory. He also outlined the indi. 


Peod before the Florida Proctologic Society, First Annual 
Meeting, St, Augustine, April 11, 1948, 


cations and contraindications for treatment as well 
as the technic, which have been but little changed 
since, though at the time his observations elicited 
sharp criticism including implications of quack- 
ery. He had, however, from the beginning passed 
on his idea to certain outstanding proctologists 
scattered over the United States, and their voices 
were now heard in his behalf. Each year there 
have been added converts until now the’ method 
is an accepted form of ethical treatment, advocated 
by leading proctologists the world over,*'* though 
there are still those who, from lack of experience or 
failure to use the proper technic, condemn the 
procedure. 


Hemorzhoids are tumor masses of the anus and 
rectum composed of varicose veins, which here, as 
elsewhere, are thin-walled, dilated, elongated and 
tortuous. The tissues drained by such veins show 
changes characteristic of chronic, passive conges- 
tion with loss of elasticity, increased fragility 
and lIcwered resistance leading to erosion and 
u:cerat on. The objective of the modern injection 
treatment is the gradual obliteration of the hemor- 
rhoidal tumor without the production of a slough, 
and only hemorrhoids within the body are consid- 
ered suitable for treatment. Injection of quinine 
and urea hydrochloride into an internal hemor- 
rhoid produces an immediate hemostatic effect 
which is followed by a fibrous tissue infiltration 
which obliterates the varicosities, causing the 
hemorrhoidal mass to atrophy and finally dis- 
appear entirely. 

We do not recommend the use of quinine and 
urea hydrochloride for the treatment of external 
temorrhoids as the drug in the strength used is 
strongly acid in reaction, having a hydrogen ion 
cencentration of 2.6. If injected beneath the skin 
it produces intolerable pain. Injection, however, 
is the treatment of choice for uncomplicated in- 
ternal hemorrhoids, “’"**"''*’’ which constitute 25 
per cent or more of all hemorrhoids; and if treat- 
ment is competently given, complete and perma- 
nent cure will follow in approximately 100 per 
cent of cases. If internal hemorrhoids are pro- 
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lapsed, they are first replaced within the rectum 
and then injected. Strangulation of internal hem- 
orrhoids with thrombosis and/or necrosis is gen- 
erally an indication for surgery, but in many cases 
strangulation may be reduced in the office, after 
which an injection is made at a somewhat higher 
level and a pressure dressing applied to the anus. 
Injection is the method of choice in the treatment 
of rectal prolapse of infants and children, and it 
is rare that more than one or two treatments are 
necessary to produce symptomatic cure. 

When both internal and external hemorrhoids 
are present, or when internal hemorrhoids co- 
exist with fistula, abscess, fissure, suppurative 
cryptitis, anal stenosis or polyps, surgery is indi- 
cated*"**"*"*"* and should, of course, be per- 
formed, with removal in most cases of the hem- 
orrhoids at the same time other pathologic con- 
ditions are corrected. Rectal surgery when prop- 
erly performed is perhaps more satisfactory than 
surgery in any other part of the body, and in- 
jection is not intended to replace surgery except in 
the treatment of uncomplicated internal hemor- 
rhoids. 

In addition to treatment aimed at permanent 
cure, there is properly a wide field in which it may 
be used palliatively.‘*’” The proctologist who is 
not qualified to administer it denies much com- 
fort to the patient for whom surgery constitutes an 
undesirable hazard. 

All of us see from time to time patients who for 
reasons of their own simply will not submit to an 
operation when we strongly advise it. There are 
others who will eventually undergo surgery, but de- 
sire temporary relief before this can be arranged. 
Then, too, the injection treatment of internal hem- 
orrhoids can usually be expected to prove bene- 
ficial in such nonsurgical conditions as pruritus 
ani, superficial anal fissures and certain cases of 
cryptitis. The elimination of internal herorrhoids 
will lessen the frequency and severity of attacks of 
acute recurring external thrombotic hemorrhoids. 

Before attempting to use the method, one must 
become expert in anorectal examination and diag- 
nosis. The doctor who desires to learn the technic 
of injection so that he can inject every patient 
having an anorectal complaint, regardless of path- 
ologic change, merits our contempt. The proctolo- 
gist has the advantage over many specialists in 
other fields in that he can both see and/or feel a 
high percentage of anorectal pathologic conditions, 
and is therefore enabled to arrive at an exact 
diagnosis, while at the same time avoiding many 
errors inherent in indirect methods of examination. 
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Failure to understand thoroughly the anatomy 
and pathology, or to exercise judgment in the se- 
lection of cases, can only be followed by disaster 
to the patient, grief to the physician and disrepute 
to the method. 

After the examination, it is our custom to dis- 
cuss the findings with the patient; we tell him 
frankly what treatment is necessary and what 
results may be expected. Often he is told that 
complete and permanent cure will require an 
operation, but that injection treatments will give 
prolonged temporary relief. Thus the patient 
makes his own decision, and we are willing to do as 
he chooses, but we scrupulously avoid encouraging 
him to expect a cure when a pathologic state exists 
which we know from experience cannot be com- 
pletely eradicated without surgery. In our com- 
munity, hospital beds are at such a premium that 
often admittance is gained only after one has had 
his name on the waiting list for a considerable 
period of time. This inconvenience leads us, in 
many cases, to administer one or two injections 
to arrest bleeding and/or protrusion of internal 
hemorrhoids while awaiting hospitalization. Pa- 
tients thus treated are frequently so satisfied with 
the prompt symptomatic relief obtained that they 
think an operation is really unnecessary even after 
limitations of injection therapy are once more ex- 
plained to them. 

If a patient has internal hemorrhoids that are 
considered entirely suitable for injection treat- 
ment, he is so informed, but warned that treatment 
should be continued until he is pronounced cured. 
It is usual for the first treatment to stop bleeding 
and protrusion, even though these symptoms may 
have been present for years. Such a patient is apt 
to conclude that he is cured, when we would only 
classify his condition as arrested; and if treatment 
is stopped at this point, a return of the symptoms 
may be expected later on. Treatment should be 
continued until the hemorrhoidal masses have en- 
tirely disappeared; the number of injections neces- 
sary to accomplish this result varies, but four to 
eight will generally suffice. Injection is made 
near the center of the internal hemorrhoid, well 
above the mucocutaneous line, care being taken 
to avoid overdistention, or placing the fluid too 
superficially. Failure to observe these precautions 
will result in pain or slough. All hemorrhoids are 
injected at each visit, and the optimal time interval 
between visits is one to two weeks, but within 
reasonable limits this can be adjusted to suit the 
convenience of the patient. Occasionally patients 
come from considerable distances and remain in 








706 TERRELL AND CHEWNING: QUININE AND UREA HYDROCHLORIDE 


town taking treatments on three or four consecu- 
tive days. This intensive treatment is likely to be 
followed by induration in the hemorrhoid, which is 
not often encountered when treatments are more 
widely spaced. When induration is present, in- 
jection should be deferred until this has subsided, 
lest sloughing occur. 


Treatment is of course completely ambulatory 
except that the patient is instructed to keep quiet 
for an hour after the injection is made. This 
precaution is taken to lessen the local discomfort 
which so often will begin in about thirty minutes 
and last for another thirty to sixty minutes. The 
only alarming complication that we have seen 
following the injection of quinine and urea hydro- 
chloride after twelve years daily use of the drug 
has been a rare case of quinine sensitivity with 
vasomotor collapse. Other less serious sensitivity 
reactions occasionally occur. There have been no 
deaths, infections, hemorrhages, strictures, fistu- 
las or sloughs in our experience, though on rare 
occasions we have seen pin point necrosis in the 
mucosa, of which in most cases the patient, him- 
self, was unaware. In one patient with benign 
prostatic hypertrophy urinary retention developed. 
Occasionally, serious complications incident to the 
injection of hemorrhoids with quinine and urea 
hydrochloride have been reported, *”*’** but these 
must be attributed to incorrect diagnosis, non- 
observance of the contraindications, or faulty 
technic.” If internal hemorrhoids are especially 
large or prolapse with ease, it is our custom to 
place the injection even higher in the superior pole 
of the hemorrhoid than otherwise, and after treat- 
ment a small fluff of dry cotton is applied to the 
anus and held firmly in place with a T binder for 
several hours. The patient is instructed to post- 
pone defecation for twelve to twenty-four hours 
after the injection. By taking these precautions, 
strangulation has been virtually eliminated as a 
complication of the injection treatment of hem- 
orrhoids. 
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Conclusion 

Thirty-five years have passed since quinine and 
urea hydrochloride were first used for the injec- 
tion treatment of internal hemorrhoids, and in our 
experience it has been the safest and most efficient 
remedy advocated for this purpose. We believe 
that failure to obtain a lasting cure in suitable 
cases of uncomplicated internal hemorrhoids is due 
to inadequate treatment and that complications 
are due to errors of judgment in selection of cases 
or to poor technic. 
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ABSTRACTS OF MEDICAL ARTICLES 


MODIFIED NICOLA OPERATION FOR CORRECTION 
OF RECURRING ANTERIOR DISLOCATIONS OF THE 
SHOULDER. By Martin Mangels, Jr., M.D., and 
Charles A. Robinson, M.D. South. M. J. 40:784- 
786 (Sept.) 1947. 

A series of 11 selected cases is reported in 
which the authors used most successfully a pro- 
cedure which they, as general surgeons in military 
service rather than orthopedic specialists, evolved 
for recurring anterior dislocation of the shoulder. 
Their method, which they describe, preserves the 
good qualities of the Nicola operation and yet 
avoids severing and resuturing of the tendon of 
the long head of the biceps muscle as is per- 
formed in the classic Nicola technic. 

They observe that surgery is contraindicated 
if the skin is not absolutely clean and healthy; 
that their operation will not be adequate in the 
presence of a complicating pathologic condition in 
the glenoid, such as erosion of the anterior lip; 
and that excellent facilities for physical therapy 
must be available and intelligently applied during 
both the preoperative and postoperative periods. 


pa 

TECHNICAL CONSIDERATIONS IN ADEQUATE 
TRANSURETHRAL PROSTATIC RESECTION... By A. 
Fred Turner, Jr., M.D., Louis M. Orr, M.D., and 
Joseph C. Hayward, M.D. South. M. J. 40:296- 
303 (April) 1947. 

The technical requirements considered neces- 
sary in performing adequate transurethral re- 
moval of the prostate in the light of new and im- 
proved equipment and recent important advances 
are presented. A series of 105 cases with a mor- 
tality rate of zero is reported. The particular 
advantages of transurethral prostatic resection in- 
clude almost complete absence of shock and dis- 
‘omfort and the short period of hospitalization. 


ya 

UROLOGIC COMPLICATIONS OF PELVIC FRAC- 
ruRES. By Arthur J. Butt, M.D., and Thomas D. 
\Ioore, M.D. South. Surgeon 13:508-520. (Aug.) 
947. 

A series of 126 cases of fracture of the pelvis is 
eported. In 30 of these cases there were urologic 
omplications, occurring with greatest frequency 
1 young Negro men as a result of multiple pelvic 
‘actures sustained in vehicular accidents. 

Urologic injuries consisted of ruptured urethra 
1 11 cases, ruptured bladder in 5, contusion of 
1e bladder in 2, hematoma of the bladder in 2, 
mntusion of the kidney in 2, and hematuria of un- 


determined origin in 8. In these 30 cases the mor- 
tality rate was 37 per cent. In the 96 cases of 
pelvic fracture without urologic complications the 
mortality rate was 6 per cent. 

Methods of diagnosis, late complications and 
treatment of urologic complications are reviewed. 
Urologic diagnostic measures, complications and 
their management are discussed. 
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CUTANEOUS TESTING IN A CASE OF EXFOLIATIVE 
DERMATITIS CAUSED BY PENICILLIN. By Joseph 
Farrington, M.D., and Joseph Tamura, Ph.D. 
Arch. Dermat. & Syph. 56:807-811 (Dec.) 1947. 

A case is reported in which there was severe 
dermatitis exfoliativa in a white man aged 78 after 
parenteral treatment with penicillin for lobar pneu- 

*monia. A warning generalized maculopapular 
eruption was followed by the severe cutaneous re- 
action when penicillin therapy was continued be- 
cause of the severity of the pneumonia. 

Extensive cutaneous tests made later resulted 
in urticarial and tuberculin types of reactions to 
different commercial brands of penicillin and to 
one sample of crystalline sodium penicillin K. 
Quantitative testing with graded dilutions revealed 
cessation of cutaneous response between 2.5 and 
0.25 units. Tests with trichophytin, gliotoxin and 
streptomycin elicited negative results except for 
an intradermal test with trichophytin, which gave 
positive results. 
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Association Officers for 1949-1950 


Dr. Walter C. Payne of Pensacola, president 
of the Association, will be assisted by an able 
group of officers during the ensuing year. They 
were elected and inducted into office with Dr. 
Payne at the last meeting of the House of Dele- 
gates which was held at Belleair on April 13. 

Dr. Herbert E. White of St. Augustine, who 
served the Association last year as the first vice 
president, was elected to understudy Dr. Payne 
as president-elect. Assuming office with them are 
Dr. David E. Murphey, Jr., of Tampa, first vice 
president; Dr. M. Eldridge Black of Clearwater, 
second vice president; Dr. John M. Butcher of 
Sarasota, third vice president; Dr. Robert B. 
Mclver of Jacksonville, secretary-treasurer, and 
Dr. Shaler Richardson of Jacksonville, editor of 
The Journal. Dr. McIver is beginning his sixth 
year as secretary-treasurer. Dr. Richardson has 
served nineteen years as_ secretary-treasurer, 
twenty-one years as editor of The Journal, two 
years as president-elect, and one year as president. 
He is entering his twenty-second year as editor. 

Dr. Payne has completed his committee assign- 
ments for the ensuing year and they are published 
on the preceding page in this issue of The Journal. 
The progress of the Association in the months 
ahead rests with the new officers and those who 
have accepted the responsibility of serving on a 
committee. 

The Proceedings of the Seventy-Fifth Annual 
Meeting are scheduled to appear in the June issue 
f The Journal. Included will be reports of 


fficers and chairmen of committees, actions of 
‘eference committees, business of the House of 
Delegates and the General Sessions, and programs 
it the Scientific Assemblies. 


Managing Editor 
Stewart G. Thompson, D.P.H. 
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Shaler Richardson, M.D., Chairman. : Jacksonville 
Chas. J. Collins, M.D.. : : . Orlando 
James N. Patterson, M.D....... Tampa 


Abstract Department 
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Medical Practice in Great Britain 


Conflicting reports today make it difficult for 
the average person to obtain a clear picture of the 
true state of medical practice in Great Britain. 
The position of the government since it plunged 
into the maelstrom of socialized medicine, the 
plight of the people as a whole, and the predica- 
ment in which the medical profession finds itself 
are, however, coming to light. 

That all is far from well in Great Britain seems 
certain and that we have incontrovertible data 
available on the subject now likewise seems sure. 
Also, that we should make these data available to 
all physicians and the entire general public seems 
imperative. 

Dr. William H. Sweet, Assistant Professor of 
Surgery at the Harvard Medical School, has spent 
more than six years in England—two years as an 
Oxford medical undergraduate, four vears in Lon- 
don and Birmingham during the war as a prac- 
ticing surgeon employed by the Ministry of Health, 
and a further recent period of work in that coun- 
try. Few will deny that he is a brilliant surgeon 
and a careful, painstaking observer and compiler 
of facts. 

In the past, Dr. Sweet had assumed that a 
faculty member of a teaching hospital staff could 
be but little affected by bruited changes, but re- 
cent observations by him on the status of phy- 
sicians in Great Britain sharply challenged those 
notions. What he saw during a recent period of 
work on one of the active services of a large Eng- 
lish hospital jarred him severely in his compla- 
cency. His article is a series of personal impres- 
sions which are convincing and which appear to 
be entirely fair. 
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Writing in the February 3 issue of The New 
England Journal of Medicine, Dr. Sweet, at the 
outset, points out that items of legislation which 
came into force in 1948 were only the culminating 
step in a series of laws which began in 1912 with 
an act which set up a system of compulsory health 
insurance for nearly all wage earners. In 1929 a 
local government act increased the number of hos- 
pital beds operated by the government, and an act 
of 1936 opened those institutions to the entire 
population whether able to pay or not. During 
World War II, the British Government built 
numerous hospitals, employed nearly all the phy- 
sicians remaining outside the armed forces, and 
contributed notable financial support to the pri- 
vately operated and endowed hospitals of the 
country. The wartime level of taxation and the 
rising costs of living made it apparent that there 
would not be sufficient donors to support privately 
endowed hospitals after the war and that a major 
reorganization of medical practice would be need- 
ed. Conferences between the medical profession 
and the Minister of Health in Mr. Winston 
Churchill’s Coalition Government resulted in ten- 
tative agreement on a service to cover all aspects 
of medical care for almost the whole nation. In 
1945, however, when the Labour Party came into 
power, this agreement was ostensibly scrapped by 
Mr. Aneurin Bevan, the new Minister of Health. 
He announced that he would present a measure to 
the Parliament without bothering to have full dis- 
cussion with any representative of the British 
Medical Association. The dispute which occurred 
as a result of this high-handed maneuver is fresh in 
the minds of all. 

Major points which Dr. Sweet makes are: 

1. The physician in general practice in England 
today is swamped by a volume of work that makes 
it possible for him only rarely to take a clinical 
history or make a thorough physical examination 
in the fashion that is attempted in this country. 
The British general practitioner now must see in 
the course of a single day an average of at least 50 
patients if he has the average panel of 2,000 per- 
sons and 100 patients if he has the maximum 
panel of 4,000. 


2. The load in England appears to arise not 
from a shortage of physicians there, but because 
the physician is expected to carry out many func- 
tions that Americans would not consider a part of 
their task. Many people with minor complaints 
wishing to obtain medicine, which is provided free 
of charge with the doctor’s prescription, sit in his 
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office and wait for a consultation and handout. 
This free conversation with the doctor and free 
medicine appear to be increasing the already large 
number of psychoneurotic and hypochondriac pa- 
tients. 


3. The Labour Government’s many restrictions 
on the lives of the people result in a large number 
of appeals to the doctor for escape. The employee 
may not be absent from work without a valid ex- 
cuse, and a note from the physician is the easiest 
kind of justification to present. The patient re- 
ports to his physician that he has been sick with 
diarrhea for two or three days, and the physician, 
unable to prove or disprove the statement, signs a 
form he has ready for the occasion. Likewise, 
many people who wish to evade the food-rationing 
restrictions seek a doctor’s certificate of medical 
need for more eggs, meat, cheese, milk and so 
forth. There appears to be a limitless number of 
types of requests for housing, heating, transporta- 
tion and domestic equipment. The building of an 
additional room on a house, the purchase of more 
fuel or more electric heat, the ownership of a car 
or more gasoline for it—even the buying of a hot 
water bottle—require governmental permits or are 
facilitated by governmental priorities, one avenue 
to which is a physician’s certificate of medical 
need. 

4. There is an extreme paucity of special diag- 
nostic facilities at the general practitioner’s com- 
mand. Even routine blood counts are difficult to 
obtain. Almost all the facilities are in hospitals 
and are already overtaxed with work from the hos- 
pital itself. 


5. The Labour Government has announced that 
it is proposing to set up so-called health centers in 
which several doctors will have their offices and 
at which there will be a diagnostic laboratory. No 
such centers have been built, however, nor are any 
being projected for the immediate future. 


6. The so-called free care extends to the dis- 
pensing of braces, eyeglasses, arch supports anc 
girdles. The patient tries to get from the genera 
practitioner whatever may appear a handy thin; 
to have about, but if he is balked at this level, h: 
may demand to see a consultant. 


7. The paucity of consultants, serious befor 
the war, has not been alleviated, despite the fac 
that increasing knowledge makes the need for ther: 


greater. The waiting list on the neurosurgice! 


service where Dr. Sweet worked was such that : 
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patient with a presumed brain tumor had to wait 
about three months before he could enter the hos- 
pital. Numbers died before they reached the top 
of the list. 

8. An example of the disadvantages of bu- 
reaucracy was Dr. Sweet’s experience when apply- 
ing to the Ministry of Health for certain special 
instruments to perform an operation by a method 
untried prior to that time. The whole project 
was explained somewhat in detail, and the letter 
of request received a prompt postal reply promis- 
ing consideration. Eight months later, long after 
Dr. Sweet had obtained the needed articles from a 
private source, he had a letter declining the request 
on the grounds that the instruments were not 
part of the usual neurosurgical setup. 

9. While men in hospital training for con- 
sultant posts are to be paid salaries after the in- 
ternship period which are somewhat higher than 
those paid by the major teaching hospitals in this 
country, Dr. Sweet knew several consultants with 
extended, complete postgraduate training in a sur- 
gical specialty whose salaries were about $2,500 
per year after income tax reductions. That star- 
tling figure is less than the amount paid a skilled 
mechanic in England working far less “overtime” 
than those surgeons. Everyone of the skilled la- 
borers in a factory operated by the father of one 
of those surgeons had a higher income than the 
surgeon had after fifteen years of higher educa- 
tion and postgraduate training and experience. 

Dr. Sweet believes that one crucial feature of 
the difficulty in England is that the responsibility 
for being healthy and economically self sufficient 
has been shifted from the patient to his physician. 
He wishes that the medical profession knew enough 
about human personality in health and disease to 
shoulder that responsibility, but he is convinced 
that he at least does not. All physicians have seen 
striking examples of protracted convalescence that 
was being paid for by someone else, in contrast 
with brisk return to activity in patients with the 
same disorder who were determined to lead active 
lives again at the earliest moment. Yet, how can the 
loctor, who unfortunately cannot feel the patient’s 
vain, tell whether a headache that allegedly per- 
ists after a fracture of the skull, or a back that 
‘oes on aching after a protruded intervertebral 
lisc is removed, should be treated by a prompt re- 
urn to work or some financially compensable and 
‘ss arduous task? 

After having his statements checked by four 
nglish physicians now in this country, Dr. Sweet 


EDITORIALS 711 


concludes that the sorry plight of our British col- 
leagues appears to be due to their having been 
compelled to accept terms imposed by nonmedical 
members of the nation. Had they analyzed the 
defects in their system, presented a well conceived 
plan for improvement, and then stood fast against 
ill advised changes, the British people might now 
be receiving better care and the physicians might 
be happier about their working milieu. The pur- 
pose of his article will be grossly misconstrued if it 
is considered an argument against any change in 
the present organization of the medical profession 
in the United States. The thesis is, on the con- 
trary, that changes must occur and that the prob- 
lem should be analyzed and the most logical type 
of reorganization effected. 


74 


Protecting the Minority 


“Must we go socialist, as they did in Britain, 
where monopolies were not checked, cartels re- 
stricting trade have long been the order of the day, 
price-fixing has always been legal, and where, in 
fact, they never had free enterprise as we know 
it?” To this question Henry J. Taylor’ in a recent 
radio address made the emphatic reply that such 
an assumption is a lie and a foolish one. One has 
only to read “Medical Practice in Great Britain” 
in this issue of The Journal to realize how much 
more foreign to this nation, the last firm, un- 
touched foothold of freedom in all the world, than 
to the British people, now smarting under its evils, 
the socialist system of medicine or anything else 
would be. 


This noted economist, author and journalist set 
forth clearly for his nationwide radio audience the 
case of 180,000 practicing physicians in this 
country, most of whom protest that socialized med- 
icine would cost them their individual independ- 
ence and make them merely wards and puppets at 
the mercy of Washington. In answer to these ob- 
jections Mr. Oscar Ewing, Federal Security Ad- 
ministrator and chief exponent of socialized medi- 
cine, contends that the effect of socialization on the 
few doctors individually, only 180,000 of them, is 
unimportant, compared to the total population of 
the country—unimportant, that is, compared to 
what he thinks will be the effect on the population. 
A strange brand of Americanism—that. 

1. Taylor, Henry J.: “Socialism a Politician’s Paradise” (talk 


number 314), one of a series of radio talks on his program, 
‘our Land and Mine. 
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The principle involved goes even deeper than 
doctors, Mr. Taylor points out, for a doctor is an 
American citizen and his individual rights are no 
less important because he is outnumbered. The 
American Republic is obligated beyond question 
to protect the minority—fully as much obligated 
as to respect the majority. ‘What legal right,” 
this author asks, “has Mr. Ewing or anybody else 
to tell a doctor where he will work, in what com- 
munity or why he will practice medicine, how much 
or how little he is to learn, what he is to charge for 
his talents, whom he is to treat, and where he is to 
treat them? It is neither moral nor just to dis- 
regard the honest, individual rights of one single 
man or woman or enterprise in this nation on any 
claim that to do so is for the good of a majority. 
That’s totalitarian talk, this brushing-off of the 
rights of doctors.” 


Mr. Ewing’s argument may well be blown 
right out of the water on the grounds of straight 
plain Americanism, as Mr. Taylor suggested. It 
would appear that the Federal Security Adminis- 
trator has his countries mixed. America is not 
to be confused with Russia or Germany or Britain. 
What did the few assassinated wheat farmers of 
the Ukraine amount to, compared to the whole 
population? That was Stalin’s argument. What 
did a handful of Jews—a mere 600,000—amount 
to, compared to 80,000,000 other Germans? Noth- 
ing! So argued Hitler in support of his national 
socialist government. Socialism in principle counts 
only the majority—the big numbers of people. 
As played by politicians in practice, it is basically 
a “numbers racket,” said Mr. Taylor wisely, and 
a cruel one, at that. The small numbers do not 
count—even here. 


“Let Mr. Ewing lay his socialist hand on one 
single doctor, and he will do so to your peril— 
whoever you may be and whatever work you may 
do—and to the peril of this country. For if doctors 
can be socialized, why cannot dairymen be social- 
ized? More people need milk every day than need 
doctors. . . . If socialization of doctors is good for 
society—no matter how bad it is for doctors them- 
selves—why isn’t socialization of anything equally 
good for society? The answer is that socialization 
isn’t good for society—that it finally turns out 
simply to be a politician’s paradise.”’ So warned 
Mr. Taylor. 

Surely every thoughtful citizen—let alone 


doctor—will concur in the opinion of this keen ob- 
server that the whole idea that political control of 
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our lives and work is the trend of the future should 
be retired into the obscurity from which it is a pity 
it ever emerged. Likewise meriting hearty con- 
currence is his statement that “the number-one 
challenge for statesmanship, in government, in 
business and in labor, is to interpret, and improve 
and advocate the independence from political con- 
trol of the professions, of business and of working 
people, farmers, artists, students and doctors— 
not just once in a while, but day after day. . . .” 
The time for medical statesmanship of the highest 
order is now. 
Sw 


Physicians for the Armed Forces 


Physicians now on duty with the armed forces 
and their families are bombarding the American 
Medical Association with letters regarding the pos- 
sible retention of these physicians on active duty 
owing to the urgent need for medical officers. 
Most of them will soon complete two years of 
active military service following the government- 
sponsored and supported A. S. T. P. and V-12 
medical training during the war. 


The efforts of the Secretary of Defense to 
stimulate voluntary enlistments by the 8,000 
civilian physicians who received all or part of their 
professional training at government expense and 
who saw little or no military service are heartily 
supported by the American Medical Association. In 
addition to this number, there are 7,000 physicians 
who paid for their own education, but who were 
deferred from their wartime draft ‘to continue 
their medical education. 


Said Dr. James C. Sargent of Milwaukee, the 
chairman of the American Medical Association 
Council on National Emergency Medical Service: 
“It is the moral obligation of these men to vol- 
unteer their services so that those doctors now on 
active duty, who have met their obligation follow- 
ing government-sponsored medical training, may 
be released at the conclusion of their two year 
tour of duty. We are hopeful that a sufficient 
number of doctors among those who have not 
served on active duty with the armed forces will 
volunteer so that a doctor draft can be avoided and 
no medical officers who have completed their tou: 
of active duty will be retained.” 


From the Office of the Secretary of Defens: 
comes word that by the end of July there will be : 
shortage of 1,600 physicians and 1,160 dentists 
By next December this shortage will grow to 2,200 
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physicians and 1,400 dentists. In other words, 
there will not be enough professional men to give 
minimum service to nearly 1,700,000 men and 
women who are serving their country. Coopera- 
tion is asked in averting a situation that could have 
serious effects on the security of this country, and 
it is made clear that the armed forces are not 
asking for physicians and dentists from areas where 
a shortage already exists. 

It is announced that this professional man- 
power shortage is so serious that legislation for a 
physician and dentist draft has been prepared and 
is being held for possible use. The Armed Forces 
Medical Advisory Committee, currently conducting 
an active campaign for medical and dental per- 
sonnel, gives assurance that it will make an in- 
tensive study of the proper utilization of physicians 
and dentists, and of the workload in the armed 
forces, to insure against waste of precious profes- 
sional manpower, and that, in so far as possible, 
men will receive assignments commensurate with 
their professional skills and abilities. 

Does the medical profession want a doctor 
draft? We think not. The success of this pro- 
curement campaign will depend primarily upon 
public understanding and public support. Let the 
members of the Association do their part in trans- 
lating the needs of the medical departments of the 
armed forces to the public and assist by making 
direct contact with individual physicians and den- 
tists whom they know are affected by this appeal. 

a 


Postgraduate Medical Course 
on Cardiovascular Diseases 
June 14-17 


The Department of Medicine of the Graduate 
School of the University of Florida announces a 
Special Course on Cardiovascular Diseases, which 
will be presented from June 14 through June 17 
at the George Washington Hotel in Jacksonville. 
The recognition and management of heart condi- 
tions of particular interest to physicians in general 
practice will be featured. Dr. R. Bruce Logue of 
Emory University School of Medicine is the dis- 
tinguished cardiologist who will present the lec- 


tures. 
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Committee of Forty Physicians Meets 


A conference initiating the State Education 
Campaign of the Florida Medical Association was 
held at the George Washington Hotel in Jackson- 
ville on Sunday, March 13, 1949 at 10 a.m., with 
Dr. Joseph S. Stewart, President of the Associa- 
tion, presiding. At that time the Committee of 
Forty Physicians met with the secretaries and 
chairmen of public relations committees of the 
component county medical societies and represen- 
tatives of the Woman’s Auxiliary. On the Com- 
mittee each county medical society was officially - 
represented by its president or a substitute ap- 
pointed by him. 

Dr. Stewart, State Campaign Chairman, heads 
the State Coordinating Committee, which directs 
this movement and sponsored the meeting. Serving 
with him are Dr. Walter C. Payne, President-elect, 
of Pensacola, and Dr. Homer L. Pearson, Jr., of 
Miami, who represents the Association in the 
House of Delegates of the American Medical Asso- 
ciation. 


The purpose of the meeting was twofold: (1) 
to launch a campaign of education on the local 
level, and (2) to study the plans of the national 
and state education campaigns, to discuss methods 
and procedures of expanding and implementing 
these programs in the respective communities, and 
to consider organizational procedures essential to 
effective action. 


Dr. Stewart opened the meeting with a report 
of the meeting of the National Committee of Fifty- 
Three Physicians, held at the headquarters of the 
American Medical Association in Chicago on Feb- 
ruary 12. He stated that he was greatly pleased 
with Whitaker and Baxter, the public relations 
firm engaged to direct the American Medical Asso- 
ciation Educational Campaign. He outlined the 
short range plan as one for immediate action (1) 
to see that every person learns something about 
compulsory health insurance, and (2) to encourage 
people to write to their representatives in the Con- 
gress and to President Truman. He referred to 
the Kiplinger Washington Letter of recent date 
which indicated that the volume of incoming mail 
from people in general is a sign that they are 
being stirred up. On the Michigan Group Plan, 
one of the better plans, $200,000 will be expended 
this year, he said. 


Dr. Payne then addressed the assembly on 
“The Effectiveness of a ‘Grass Roots’ Campaign.” 
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In a forthright manner he stated that those physi- 
cians who have been practicing medicine for more 
than twenty-five years have watched with concern 
the deterioration of the prestige of the physician 
in his community and have viewed with alarm 
the impending disaster embodied in the threat of 
socialized medicine. In his clear analysis of the 
situation he pointed out that this change has 
come about and this threat has arisen partly 
through the fault of the physicians. Too, speciali- 
zation, increased costs of medicines and shortage 
of doctors have given momentum to the trend. 
Within recent years there has also been a popular 
movement to smear doctors, who as a group have 
been slow to recognize their changing position. 
The attitude of the leaders of the American 
Medical Association has through the years been 
one of opposition to socialized medicine, but also 
one of apparent satisfaction with present condi- 
tions. Accordingly, until recently, no aggressive 
plan of positive action has been presented. Dr. 
Payne stated that he now is more encouraged over 
the position of the medical profession than he has 
been for a long while. He directed attention to 
the fact that the campaign is beginning somewhat 
late, but not too late. He paid tribute to a few 
men in the Association who several years ago 
had foresight enough to establish a voluntary 
plan of health insurance. Dr. Payne closed his 
impressive remarks by reminding the group that 
there has never been a time when physicians have 
needed more to conduct themselves so that credit 
and respect will be reflected upon the profession. 
Mr. A. LeRoy Johnson, insurance executive and 
guest lay speaker, was introduced by Mr. Ernest 
R. Gibson, Public Relations Supervisor. Mr. John- 
son stated that he had been requested to speak on 
the subject, “A Layman Looks at Socialized Medi- 
cine,” but since he had never looked at socialized 
medicine firsthand, and hoped that he never would, 
he would change his subject somewhat and give 
reasons why a layman should fear socialized medi- 
cine. He mentioned first the confusion in the 
administration of medicine which would undoubt- 
edly occur under direction by the federal govern- 
ment and pointed to specific instances of a ridicu- 
lous nature which occurred during his tour of duty 
in World War I. He stated that he had a vivid 
picture in his mind of the long lines of people wait- 
ing to receive rations during World War II and he 
thought it would be well to remind the people of 
that picture. He was of the opinion that the medi- 
cal profession should change its phraseology to 
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present in the minds of the people a picture that 
would better characterize compulsory health in- 
surance. He suggested use of the term ‘“govern- 
ment-rationed medical care,” and he made it clear 
why it has been in the past and why it would be in 
the future the poor people who would suffer under 
such a system. 

Mr. Johnson spoke of the importance of the 
intimate relationship between the physician and 
the patient and of the necessity for having time to 
give counsel; he then pointed out how much time 
was sure to be consumed under government con- 
trol by extensive paper work. He urged that 
physicians approach the problem quietly, objec- 
tively and in a spirit of compromise and he re- 
marked that name-calling does not help, reminding 
the group that the threat of socialized medicine is 
a healthful thing in that it will stimulate physicians 
to clean their own house and bring about needed 
improvements. He thought it wiser to admit 
frankly that certain features of the present mode of 
practice do need correction and cited as an ex- 
ample the fact that people in outlying sections do 
not receive adequate care. 

Stating that in his experience legislators by and 
large want to do the right thing, Mr. Johnson 
suggested that physicians make the proper ap- 
peal to them. He also suggested that in the cam- 
paign they lay particular stress upon the appeal to 
members of the lower income group and that they 
appeal to women in particular, who are intensely 
interested in the health of their children. 


Dr. Pearson then made a report on the meeting 
of the House of Delegates of the American Medical 
Association, held in St. Louis in December. Speak- 
ing on “The Necessity for the A. M. A. $25 
Assessment,” he pointed out that the $25 assess- 
ment levied on each member of the American 
Medical Association was made because the money 
was needed, that a big program has been outlined 
and that of approximately 150,000 members of the 
American Medical Association only about one half 
are fellows who bear the brunt of the general ex- 
penses. Hence, further assessment was necessary. 
Dr. Pearson in his inimitable manner told two 
amusing stories which illustrated well his points. 
Mr. Gibson reviewed a series of charts which gave 
in well summarized manner the issues at stake, the 
plan of attack, and a method of carrying out that 
plan. Special emphasis was laid upon the “Rec- 
ommendations to County Medical Societies” for 
furthering the plan. These recommendations fol- 


low: 
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1. Meeting of the society—-AT ONCE. 
2. Report to members on Committee of 40 
meeting. 
3. Pass resolution opposing compulsory sick- 
ness insurance. 
4. Select an active county society campaign 
chairman. 
5. Select committee on education—10 per 
cent of membership. 
6. Assign each committee member 10 doctors 
to inform. 
7. Require each society member to contact 
20 laymen. 
Plan follow-up meetings. 
Contact Senators and Congressmen by 
personal physicians. 
10. Keep in constant liaison with state asso- 
ciation. 
11. Use Woman’s Auxiliary—or special com- 
mittee of doctors’ wives. 
12. Activate a press committee. 
13. Have compiled a list of important local 
organizations. 


14. Plan for visit by the representative. 

Between the addresses of the speakers Dr. 
Stewart, in his usual impressive manner, made ap- 
propr’'ate remarks which gave the meeting co- 
hesiveness. He emphasized that there now is a 
positive plan of action which is to be a factual cam- 
paign versus propaganda, and presented the 
American Medical Association 12-Point Program. 

Mr. H. A. Schroder, Executive Director of the 
Blue Shield and Secretary of the Blue Cross, ad- 
dressed the group on the Blue Cross-Blue Shield 
organizations and traced the development of the 
Florida Medical Service organization from the 
time of its founding in 1946. 

The meeting was then opened for general dis- 
cussion from the floor. Several members par- 
ticipated, giving their personal reactions and gen- 
eral suggestions. Time was called out for lunch- 
eon, and then general discussion was resumed. 
Throughout, the conference was impressive and 
constructive. It is expected that it will be fol- 
lowed by positive action from the county medical 
societies. 


ya 


Have you paid your A. M. A. assessment of 
325.00 through the secretary of your county medi- 
al society? 
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Seminar on Tuberculosis 
May 11-13 

A Seminar on Tuberculosis will be held at the 
State Tuberculosis Sanatorium in Orlando on May 
11, 12 and 13. This is one of a series of post- 
graduate medical courses presented by the Depart- 
ment of Medicine of the Graduate School of the 
University of Florida in cooperation with the 
Florida Medical Association and the Florida State 
Board of Health. A short, intensive program cov- 
ering case findings, early diagnosis, differential 
diagnosis, treatment and postsanatorium follow-up 
has been arranged, as follows: 


Case Findings—Early Diagnosis 
Differential Diagnosis 
Wednesday, May 11 
9:30a.m. “Case Findings by the Nurse and Social 
Worker,” Mrs. Ramona Masure 
10:20a.m. Recess 
10:30a.m. “Case Findings and Diagnosis,” (with 70mm. 
film), Dr. C. M. Sharp 
11:20a.m. Recess 
11:30a.m. “Use of the 14x17 Chest Film as a Routine 
Hospital Procedure,” Dr. J. A. Beals 
12:30p.m. Luncheon 
2:00p.m. “Early Diagnosis from the Clinical Stand- 
point,” Dr. Phillip W. Horn 
2:50p.m. Recess 
3:CO p.m. “Laboratory Diagnosis,” Dr. A. V. Hardy, 
State Board of Health ‘ 
3:50p.m. Recess 
4:00p.m. “Differential Diagnosis,” Dr. Isaac B. Cippes 


Phases of Treatment 
Thursday, May 12 
9:30a.m. “Chemotherapy,” Dr. Roger J. B. Hibbard 
10:30a.m. “Pneumothorax,” Dr. Lawrence C. Manni 
11:05a.m. Recess 
11:15a.m. “Pneumoperitoneum,” Dr. John A. Kelk 
11:50a.m. “Phrenic Nerve Block,” Dr. L. H. Kingsbury 
12:25p.m. Luncheon 
2:00 p.m. “Extrapleural Collapse,” Dr. W. O. Fowler 
2:50p.m. Recess 
3:00 p.m. “Thoracoplasty,” Dr. L. H. Kingsbury 
3:50p.m. Recess 
4:00 p.m. ‘“Lobectomy and Pneumonectomy,” Dr. W. O. 
Fowler 
Follow-Up 
Friday, May 13 
9:00a.m. “Follow-Up from the Sanatorium Viewpoint, 
Dr. C. M. Sharp 
10:00a.m. “Follow-Up from the Private Physician’s 
Viewpoint,” Dr. M. Jay Flipse 
10:30a.m. “Rehabilitation of the Tuberculous Patient,” 
Dr. Claud M. Andrews, State Department of 
Vocational Rehabilitation 
11:00a.m. “Panel Discussion of Follow-Up,” Moderator: 
Dr. C. E. Aucremann 
Panel Members: 

Dr. C. M. Sharp, Chief Medical Di- 
rector, State Tuberculosis Board, 
representing the Sanatorium 

Dr. M. Jay Flipse, representing the Pri- 
vate Physician 

Dr. W. L. Wright, representing the 
Health Officer 

Mrs. Wm. Stack, representing the Tu- 
berculosis Secretary 

Mrs. Anna Lovell, representing the So- 
cial Worker 

Mr. Wm. J. Miller, representing the Re- 
habilitation Counselor 


” 
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The Seventeenth Annual 
Graduate Short Course 


This year the Graduate Short Course will be 
held June 20-25 at the George Washington Hotel in 
Jacksonville. The detailed program for this seven- 
teenth annual presentation will be announced well 
in advance and will be published in the June 
Journal. 

A distinguished faculty will lecture on medi- 
cine, surgery, pediatrics, obstetrics, gynecology 
and psychiatry. The medical teachers who will 
present the courses are: Dr. Thomas M. Durant, 
Professor of Clinical Medicine, Temple University 
School of Medicine, Philadelphia, Pa.; Dr. Keith 
S. Grimson, Associate Professor of Surgery, Duke 
University, Durham, N. C.; Dr. James G. Hughes, 
Associate Professor of Pediatrics, University of 
Tennessee School of Medicine, Memphis, Tenn.; 
Dr. Frank R. Lock, Professor of Obstetrics and 
Gynecology, Wake Forest College, The Bowman 
Gray School of Medicine, Winston-Salem, N. C.; 
Dr. John B. Cross, Department of Obstetrics and 
Gynecology, Emory University, Emory, Ga.; and 
Dr. Harlan Crank, The Menninger Foundation, 
Topeka, Kan. 

aw 


American Academy of Neurology 


Announcement is made of the establishment 
of the American Academy of Neurology, whose 
purpose it is to further and encourage the practice 
of clinical neurology and to stimulate teaching and 
research in neurology and allied sciences. 

Active Membership in the Academy is open to 
every physician who has been certified in neurology 
or in both neurology and psychiatry. Junior 
Membership is available to physicians presently 
engaged in postgraduate studies in neurology or 
who are awaiting certification in neurology. In 
addition, there is an Associate Membership for 
those who are not certified in neurology but whose 
interests are in fields related to neurology. It is 
hoped that, because of the unrestricted member- 
ship, this association will be representative of the 
entire neurologic specialty and will offer an organ 
of expression for many of the younger men in the 
field. At present, the American Academy of 
Neurology has 500 members. 
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The first business meeting was held in Chicago 


in June 1948. The first scientific meeting will be 
held at the French Lick Springs Hotel, French 
Lick Springs, Ind., on Wednesday, Thursday and 
Friday, June 1, 2 and 3, 1949. Dr. Dave B. 
Ruskin of the Caro State Hospital, Caro, Mich., is 
in charge of the scientific program. Communica- 
tions to the Academy should be addressed to Dr. 
Joe R. Brown, 19 Millard Hall, University of 
Minnesota, Minneapolis 14, Minn., who serves as 
secretary-treasurer. Dr. A. B. Baker, also of the 
University of Minnesota, is this new organization’s 
first president. 
Sw 


American Board of Preventive Medicine 
and Public Health, Incorporated 


The newly created American Board of Pre- 
ventive Medicine and Public Health, Incorporated, 
received in February the approval of the Advisory 
Board for Medical Specialties and the Council on 
Medical Education and Hospitals of the American 
Medical Association. It is therefore prepared to 
accept applications for examination for certifica- 
tion in this specialty. 


The requirements for certification include gen- 
eral qualifications, such as moral and ethical 
standing in the profession, adequate training in 
medicine and internship in an approved hospital, 
and licensure to practice medicine in the United 
States. Eligibility for examination also requires 
that the applicant have special training and ex- 
perience in preventive medicine and public health 
of at least six years following internship. This 
must include special academic training, or its 
equivalent, and field training or residency meeting 
the standards set up by the Board. 


A Founders Group, exempt from examination, 
has been authorized, and applications for this 
group may now be received. It is to be made up 
of practitioners of preventive medicine and pub- 
lic health who have attained unquestioned emi- 
nence in the field. Presumably the Founders 
Group will include persons having attained emi- 
nence as indicated by academic appointments at 
the level of professor or associate professor of pre- 
ventive medicine and public health, or who have 
held positions of eminence and responsibility for 
a period of not less than ten years in this field. 
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YOUR BLUE SHIELD 





. .. Lest We Lose by Default 


What is the significance of the word “volun- 
tary?” We have used it so often that it is in dan- 
ger of becoming a stereotyped label instead of a 
living word filled with energy and promise. The 
dictionary defines ‘‘voluntary” as ‘acting of one’s 
free will, choice or accord; spontaneous; free; not 
compelled by another; unrestrained by any ex- 
ternal influence, force, or interference.” 

The merits of voluntary action in providing 
health care have been established over the years 
in the development of voluntary hospital, medical 
and surgical care plans and in the progress of our 
medical sciences. More than 1,500 physicians in 
this State are meeting the needs of the public 
and preserving the traditions and character of their 
profession through participation in the Florida 
Blue Shield Plan, the ‘doctors’ plan” that helps 
protect people of moderate income against unpre- 
dictable medical costs. The development of a 
voluntary method for bringing medical care within 
the financial reach of the public is evidence that 
the doctors are not “sitting back to see what hap- 
pens.” 

Voluntary Blue Shield Plans throughout the 
country are being made successful by the active 
endorsement and participation of progressive doc- 
tors in the areas served. Their success and strength 
will increase with the growing cooperation of the 
medical profession. 

What are the demonstrated merits of the vol- 
untary system? Why does it deserve the support 
of a medical profession eager to preserve the tra- 
ditions of private initiative and free enterprise? 
What is its appeal to the public? 

The greatest merit of the voluntary medical 
plans is the fact that they provide a practicable 
solution to the problem without altering established 
patient-physician relationships. The voluntary sys- 
tem does not attempt to redesign the fabric of 
American medicine. Its objective is to make ex- 
isting facilities available to a greater number of 
people at a cost all can pay. 

Members have free choice of doctors, and the 
payments made for services rendered are based 
ipon a realistic schedule. The Florida Medical 
\ssociation has approved the agreement between 
Blue Shield and the Participating Physicians who 
ave thereby demonstrated their willingness to 
iffer the low income patient protection for which 
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he would otherwise not be able to make payment. 
Because the plan functions on a community level, 
there is a maximum of direct contact with the doc- 
tor and a minimum of red tape. 

From the patient’s point of view, voluntary 
prepayment plans offer an opportunity for pro- 
tection against health costs that does not involve 
loss of self respect or independence. The very fact 
that the patient has gained this protection by his 
own choice and is paying for it without compul- 
sion adds to his self respect and feeling of ade- 
quacy. 

The voluntary method, by its definition, is the 
logical method to receive the encouragement of 
those who wish to practice “unrestrained by any 
external influence, force or interference.” That 
encouragement may be given by becoming a Par- 
ticipating Physician and by bringing the benefits 
of the plan to the attention of patients. 

Any licensed physician may become a partici- 
pant in the Florida Blue Shield Plan. All phy- 
sicians should become familiar with its objectives 
and provisions so that they may discuss it with 
their patients and friends. 

We all know and value the merits of the vol- 
untary system. Both doctors and patients will 
enjoy its growing advantages in the future un- 
less, by taking it for granted, we lose it by default. 


-— 2 
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Creeping Eruption Survey 


On Oct. 4, 1948, the State Board of Health 
mailed a questionnaire to 1,100 physicians con- 
cerning creeping eruption. Each physician was 
asked how many cases of creeping eruption he 
had treated during the past six months and for 
his comments. Through Nov. 30, 514 physicians 
replied to this questionnaire and stated that they 
had treated 7,781 cases of creeping eruption dur- 
ing the six months’ period. This response proves 
conclusively that this condition is far more preva- 
lent than anyone had realized. 

With regard to treatment methods, the vast 
majority of the physicians stated they obtained 
favorable results with some type of freezing, either 
by using ethyl chloride spray or by employing dry 
ice. Others stated that results with these two 
agents were not too good. Some stated they ob- 
tained good results by employing some type of 
freezing in conjunction with intramuscular injec- 
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tions of fuadin. Some claimed favorable response 
to onion poultices. Some prefer treatment with 
tincture of iodine and carbolic acid, neutralized 
with alcohol, and then the application of ethyl 
chloride spray. 

Many of the physicians commented that the 
disease was even more prevalent than indicated 
by the number of cases revealed by the survey, and 
that many patients never reach the physician’s 
office, but buy the ethyl chloride spray at drug 
stores and treat themselves. 

The survey indicates that physicians would 
welcome a better method of treating this distress- 
ing condition. Many inquiries were made as to 
how this condition could be better controlled, as 
by decontamination of the soil, control of animals, 
et cetera. 

In the future some attempt will be made to 
study this problem further with the view in mind 
of working out better methods of control. This 
seems to be a condition which is well worthwhile 
to study. Anyone discovering a better method of 
treating this annoying condition would be per- 
forming a real public service. 

wT 


Action Taken in Medical Practice 
Act Cases 


In a summary of its activities from 1941 
through 1948, the Bureau of Narcotics of the Flor- 
ida State Board of Health, under the direction 
of Mr. M. H. Doss, makes the following report: 


Number criminal cases resulting in an arrest 88 
Aggregate sentences imposed by the 

courts 47 years, 4 months, 8 days 
Aggregate fines imposed by the courts $7,833.08 
Number criminal cases pending in courts 22 
Number prosecutions resulting in mistrial .... se 


Number defendants receiving suspended sentences .. 16 
Number violations corrected where no legal 


action was taken 193 
Number defendants placed on probation 5 
Number defendants enjoined by courts .................... 4 
Number cases passed to absentee docket 1 
Aggregate bonds estreated $200.00 
Number cases resulting in an acquittal 3 
Number cases discharged or nolle prosequi 

by the courts .... ee ve 2 


Its record of having only five cases of eighty- 
eight arrests result in mistrial or acquittal is to be 
highly commended. This bureau of the State 
Board of Health is performing an outstanding 
service not only to the public, but also to the 
medical profession in the state. 


New Cancer Film 
First in a new series of diagnostic films in color, 
“Cancer: the Problem of Early Diagnosis,” is de- 
signed to show that the family physician offers 
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the only immediate hope of reducing the annual 
toll of more than 180,000 deaths from cancer. 
The film portrays graphically the difference made 
today by early diagnosis of cancer of the stomach, 
breast, rectum, cervix and lung. 

This film is suitable for hospital staffs, med- 
ical societies, and any gathering of physicians or 
nurses. 

It is a 16 mm. sound film in color, with a run- 
ning time of thirty minutes. 

You can get this film for a single showing from 
the Florida State Board of Health. 

Every medical society should schedule this 
film for one of its medical meetings, and every 
physician should make it a point to see this ex- 
cellent film. 

4 


Dr. Albert V. Hardy, director of the Bureau of 
Laboratories of the State Board of Health, has 
been appointed a member of the Enteric Fever 
Commission of the Army Epidemiological Board. 
There are only four members of this Commission 
and they are appointed as Medical Consultants to 
the Secretary of War. Dr. Hardy is considered 
to be an outstanding authority on the enteric dis- 
eases. 

a 





| BIRTHS, MARRIAGES AND DEATHS | 





Births 


Dr. and Mrs. E. Frank McCall, Jacksonville, announce 
the birth of a daughter, Sara, on March 4, 1949. 

Dr. and Mrs. Millard P. Quillian, Bradenton, announce 
the birth of a son, Millard Bernard, on March 5, 1949. 

Dr. and Mrs. Thomas Z. Stanley, Jacksonville Beach, 
announce the birth of a daughter in February, 1949. 

Dr. and Mrs. William J. Phelan, Jacksonville, announce 
the birth of a son, Timothy Michael, on March 21, 1949. 


Marriages 
Dr. H. Phillip Hampton of Tampa and Miss Kath- 
erine Hughes Barker were married on March 19, 1949. 


Deaths — Members 


Dr. Roland T. White, Orlando March 5, 1949 
Dr. George L. Cook, Tampa March 8, 1949 
Dr. Hobart E. Warren, Palm Beach March 17, 1949 


Deaths—Other Doctors 


March 11, 1949 
Feb. 11, 194° 
Jan. 13, 194! 


Dr. Walter Weller, Gainesville 
Dr. H. B. Fisk, Miami n 
Dr. Percy J. Delano, Chicago 
a 
WANTED: Florida location for permanent practice by 
class A graduate, well trained and experienced. Have li 
cense and available at once. American; age 49. Address 
Doctor, Box 306, Mississippi City, Miss. 
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STATE NEWS ITEMS 





Dr. C. Frank Chunn of Tampa was the guest 
speaker at the Cancer Seminar of the State of 
Mississippi which was held on March 11. Dr. 
Chunn presented a paper on the diagnosis and 
treatment of “Carcinoma of the Esophagus.” 

vw 

The Seventeenth Annual Assembly of The 
Southeastern Surgical Congress will be held at The 
Buena Vista Hotel in Biloxi, Miss., from May 23 
through May 26. Forty-three papers will be pre- 
sented by distinguished surgeons from the South 
and throughout the country. 

vw 

Dr. Robert E. Zellner of Orlando was the guest 
speaker at the March 15 meeting of the local Ro- 
tary Club. His subject was “Socialized Medicine.” 
Dr. Clinton H. Whitehurst of Winter Garden was 
in charge of the program. 

Sw 

Dr. Alan Brown, formerly of Jacksonville, has 
opened offices at 902 South Ft. Harrison Avenue, 
Clearwater. 

aw 

The Cook County Graduate School of Medi- 
cine of Chicago has arranged two courses that will 
be of special interest to some members of the As- 
sociation. A two weeks’ intensive persenal course 
in the “Diagnosis and Treatment of Congenital 
Malformations of the Heart” will be offered by Dr. 
Benjamin M. Gasul, starting Monday, June 13. A 
two weeks’ intensive personal course in “Cerebral 
Palsy” will be offered by Dr. M. A. Perlstein, start- 
ing Monday, August 1. These physicians are 
members of the Attending Staff of the Cook Coun- 
ty Hospital. 

Vw 

Dr. Millard P. Quillian of Bradenton addressed 
members of the Palmetto Rotary Club on March 
15. Dr. Quillian discussed the socialization of 
medicine. 


vw 

Eight members of the Florida Medical Asso- 
iation were registered at the meeting of the Amer- 
can Academy of General Practice which was held 
n Cincinnati in early March. They are Dr. T. D. 
Sandberg of Coral Gables, Dr. Gustave T. Eith 
f Daytona Beach, Dr. Walter E. Murphree of 
rainesville, Drs. Norris M. Beasley and Richard 
\. Mills of Ft. Lauderdale, Drs. Raymond R. Kil- 
nger and Elmer E. Leitner of Jacksonville, and 
Ir. Walter B. Johnston of Winter Park. 


Dr. Adolph B. Cone of Jacksonville Beach was 
a guest speaker at the February 18 meeting of the 
local Junior Woman’s Club. 
vw 
Dr. Walton B. Wall, Jr., of Orlando spoke on 
“Socialized Medicine” before members of District 
8, Florida State Nurses’ Association on Febru- 
ary 22. 
vw 
Dr. J. Maxey Dell, Jr., of Gainesville, chair- 
man of the public relations committee of the 
Alachua County Medical Society, spoke to the 
Jacksonville Beaches’ Kiwanis Club on February 
24. His subject was ‘National Compulsory 
Health Insurance.” 
wT 
The Sixty-First Annual Meeting of the Amer- 
ican Association of Railway Surgeons will be held 
at the Drake Hotel in Chicago on Thursday, June 
30, Friday, July 1, and Saturday morning, July 2. 
For additional information, address the secretary, 
5800 Stony Island Avenue, Chicago. 
4 
Dr. Cornelia M. Carithers of Jacksonville 
spoke on ‘The Status of the Woman Doctor”’ at 
the March 16 meeting of the Woman’s Club of 
Jacksonville. 
-— 2 
Dr. Irving J. Strumpf of Jacksonville vehe- 
mently denounced the proposed national health 
insurance at a luncheon meeting of the Jacksonville 
Southside Business Men’s Club on March 16. Dr. 
Strumpf is chairman of the club’s public health 
committee. 
Zw 
Dr. James T. Cook of Marianna has resumed 
his professional duties after completing a ten-day 
postgraduate course in New Orleans. 
4 
Dr. James B. Parramore of Key West has an- 
nounced his resignation as director of the Monroe 
County Health Unit because of ill health. He has 
been director for the unit for twelve years. 
vw 
WANTED: Practicing physician; Florida license not 


required. For further information write Clinical Director, 
Florida State Hospital, Box 189, Arcadia, Fla. 


FOR SALE: General practice, including equipment. 
Central downtown location in beautiful Sunshine City of 
St. Petersburg, Fla.; population, 100,000. Price, $5,000; 
easy terms. Leaving June 15 to accept residency. Will 
introduce. Write P. O. Box 658, Station A, St. Petersburg, 
Fla. 
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NEW MEMBERS 





The following doctors have joined the State 
Association through their respective county medi- 
cal societies. 

Bluestone, Alexander H., Hollywood 

Bowen, Jack H., Jacksonville 

Burns, Joseph, Miami Beach 

Clark, George B., Bradenton 

Daughtrey, John E., Lakeland 

Garrett, Thomas C., Sarasota 

Granade, John E., Bradenton 

Greenberg, Philip M., Miami Beach 

Head, Robert G., Marianna 

Honigsberg, Alvin, Miami Beach 

Keith, Walter P., Jacksonville 

McCloskey, Bernard J., Jacksonville 

Meister, A. George, Sarasota 

Mentzer, Dodge D., Lakeland 

Rezek, Phillipp R., Miami 

Rolls, Karl R., Sarasota 

Schneider, Irvin C., Jacksonville 

Smith, Marshall E., Tampa 

Taylor, J. Champneys, Jacksonville 

Trice, William W., Jr., Tampa 

a2 
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DeSoto-Hardee-Highlands-Charlotte-Glades 


The regular meeting of the DeSoto-Hardee- 
Highlands-Charlotte-Glades County Medical So- 
ciety was held on March 8 at Aqua Vitae Springs. 
Dr. William C. Blake of Tampa, the guest speaker, 
presented a paper entitled, “Important Clues in 
Cardiovascular Diagnosis.” 


Other guests present included Dr. Leland F. 
Carlton of Tampa, Drs. R. N. and T. N. Rafferty 
of Sebring, and Dr. J. Paul Chapin of Avon Park. 


Members attending the meeting were Drs. 
Harold S. Agnew, Roland W. Banks, Godfrey L. 
Beaumont, Henry P. Bevis, Isaac W. Chandler, 
Hubert W. Coleman, George F. Highsmith, Merle 
C. Kayton, Charles H. Kirkpatrick, Gordon H. 
McSwain, Leldon W. Martin, Edwin C. Northup, 
Harold E. Parker, Wesley S. Pyatt, Zaven M. 
Seron, John A. Simmons, Stanley K. Wallace and 
Howard V. Weems. 
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Escambia 


Members of the Escambia County Medical So- 
ciety were guests of Capt. W. H. Davis, United 
States Navy, at the Naval Hospital in Pensacola 
on March 8. Following dinner, Dr. Wilmot Little- 
john, professor of Neuropsychiatry, University of 
Alabama, presented a paper entitled, ‘““Convulsive 
Disorders of the Epileptic Type.” 


ya 
Hillsborough 


Dr. George L. Apfelbach, assistant professor of 
Bone and Joint Surgery at Northwestern Univer- 
sity, Chicago, and chairman of the Female Frac- 
ture Service of the Cook County Hospital, ad- 
dressed members of the Hillsborough County 
Medical Association on March 1. Dr. Apfelbach 
spoke on “Solved and Unsolved Problems of Frac- 
tures of the Neck of the Femur.” 

a 
Marion 

At the regular monthly meeting of the Marion 
County Medical Society held at the “1890 House” 
in Ocala on March 16, Dr. Robert E. Thompson, 
president, reported on the recent meeting of the 
state Committee of Forty, representatives of the 
component county medical societies. The meeting, 
which was held at the George Washington Hotel 
in Jacksonville on March 13, was called by Cam- 
paign Chairman Joseph S. Stewart of Miami. 

Major Holbrook Scott of Ocala, a publicity 
agent, addressed members on the history and 
various aspects of socialized medicine and com- 
pulsory health insurance, specifically in Sweden, 
where he saw the plan in operation last summer. 

The society passed the following motions: (1) 
That the Marion County Medical Society help in 
opposing socialized medicine and back up the pro- 
gram of the state Committee of Forty; (2) That 
Dr. Richard C. Cumming, the society’s public re- 
lations officer, and his committee be empowered to 
act. 

The following members attended the meeting: 
Drs. Cumming, T. Hartley Davis, Bertrand F. 
Drake, William H. Garvin, Jr., Henry L. Harrell, 
Eaton G. Lindner, Carl S. Lytle, William J. Mc- 
Govern, John N. Moore, Robbins Nettles, Eugene 
G. Peek, Jr., Ralph E. Russell, Robert E. Thomp- 
son, Thos. H. Wallis and Harry F. Watt. Dr. 
John P. Moore, a former member of the society, 
has finished specialized courses and work in roent- 
genology and radiology in Washington, D. C., and 
has returned to practice with his father, Dr. John 
N. Moore. 
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Monroe 


All members of the Monroe County Medical 

Society have paid 1949 State Association dues. 
7a 
Pinelias 

The Pinellas County Medical Society held its 
regular monthly Picomeso Hour, Dinner and Meet- 
ing at the Detroit Hotel, St. Petersburg, on March 
7. Dr. Francis H. Langley presided. 

Following the business meeting, Dr. Albert R. 
l'rederick introduced Dr. George F. Hieber who 
opened a symposium on the “Use of the Radium 
Applicator in the Treatment of Asthma in Chil- 
dren.” Dr. Miller O. McNay presented the 
otolaryngologist’s opinion and Dr. Councill C. Ru- 
dolph discussed the subject from the pediatric 
viewpoint. Dr. Arnold S. Anderson also spoke. 

Dr. Frederick then introduced Dr. Gideon Tim- 
berlake who spoke on “Prostate in Health and 
Disease.” Dr. Timberlake's lecture was discussed 
by a guest urologist. 

oa 
Polk 

Dr. Lowell S. Selling of Orlando was the guest 
speaker at the March meeting of the Polk County 
Medical Society. His enlightening paper was en- 
titled “Modern Psychiatry.” 

Short, interesting talks were given by Mr. Loy- 
all Frisbie of Bartow, chairman of the Board of 
Trustees of the Children’s Guidance Center, and 
by Judge Hunt of the Polk County Juvenile Court, 
relative to the work in the Child Guidance Center. 


William John Buck 

Dr. William J. Buck of Belle Glade died sud- 
denly on Jan. 13, 1949 after suffering a heart at- 
tack in his parked automobile in the yard of his 
home. He was 60 years of age. 

Dr. Buck was born in Iowa in 1888. He re- 
ceived his medical education at Hering Medical 
College in Chicago, from which he was graduated 
in 1912. During the first World War, he served 
as a colonel in the United States Army Medical 
Corps. He received the personal commendation 
of General Pershing for his excellent administra- 
tion of the 2,000 bed hospital which he commanded 


at Lemons, France. 

This prominent Glades physician began his 
Florida career in Jacksonville. In 1928, after 
spending several years in West Palm Beach with 
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the State Department of Health, he opened offices 
in Belle Glade. 

A pioneer of the little town, Dr. Buck was one 
of its leading citizens. His willingness to accept 
responsibility and his ability as an executive and 
an administrator are engraved in the town’s 
growth. When Belle Glade was the victim of a 
hurricane in the spring of 1928, Dr. Buck assumed 
the leadership in rescue work; he was cited by 
the United States Government for his continuous 
duty for five or six days during the disaster. The 
local American Legion post, newly organized and 
commanded by him, helped meet the demands of 
tne crisis under his direction. He was the first 
chairman of the Community Red Cross Committee 
which further aided the destitute community. 

Other outstanding services included member- 
ship on the first Town Council, leadership in 
organizing the local Rotary Club, efforts in behalf 
of the physical improvement of the town, and 
organization of the first Community Sunday 
School. This able public servant was a member 
of the Episcopal Church. 

Dr. Buck was a past president of the Rotary 
Club; a past district commander of the Vero 
Beach-Key West area of the American Legion, as 
well as chairman of several state committees; and 
a member of the 40 and 8, the Elks’ Club, the 
Masonic Order and the Shrine. 

At the time of his death, Dr. Buck was chief 
of staff of the Belle Glade Hospital and chairman 
of the board of the Western Palm Beach County 
Hospital Association. He had served as chief of 
staff of the Pahokee Hospital. He was a member 
of the Palm Beach County Medical Society, the 
Florida Medical Association and the American 
Medical Association. 

Surviving are his wife, Mrs. Sue Florence 
Buck; a daughter, Mrs. Mary Parrish of Gaines- 
ville; and a son, Sgt. William C. Buck, stationed 
with the United States Army Air Corps Ground 
Forces in San Angelo, Tex. 


‘CARS ERIE pines 8 
George Lindsay Cook 


Dr. George L. Cook of Tampa died on March 
3, 1949 at the Tampa Municipal Hospital after a 
brief illness. Death was attributed to a heart 
ailment. He was 62 years of age. 

Dr. Cook was born on Oct. 10, 1886 in 
Waynesboro, Va. He received his medical educa- 
tion at the University College of Medicine in Rich- 











mond, Va., from which he was graduated in 1913. 
He served three years as an intern in New York 
hospitals before entering the United States Army 
Medical Corps during the first World War. After 
termination of military service in 1919, Dr. Cook 
practiced medicine in Atlanta until 1925, when he 
moved his offices to Tampa. He practiced in that 
city continuously until his death, specializing in 
orthopedic surgery. 

This distinguished surgeon was a member of 
the American Board of Pediatrics, the American 
Academy of Pediatrics and the American College 
of Physicians, and was state chairman of the 
Florida Chapter of the American Academy of 
Pediatrics. He was a member of the Hillsborough 
County Medical Association, which he served as 
president in 1937. He had been a member of the 
Florida Medical Association since 1926. During 
that time he was a member of the Executive Com- 
mittee for three years, a member of the Committee 
on Medical Postgraduate Course for eight years, 
chairman of the Committee on Child Health for 
four years, and associate editor of The Journal for 
three years. In 1937 he served as third vice presi- 
dent of the Association. He was a fellow of the 
American Medical Association. 

Dr. Cook was prominent socially and in civic 
affairs. He was a member of the vestry of St. 
John’s Episcopal Church. 

Survivors include his widow, Mrs. Marion F. 
Cook, Tampa; a son, Fielder Cook, New York 
City; a daughter, Miss Mary Ellen Cook; three 
brothers, Fred Cook and Tucker Cook, Waynes- 
boro, Va., and Henry E. Cook, Boise, Idaho; and 
a sister, Mrs. Mamie Hamilton, Waynesboro, Va. 


ee eee 
Haynsworth Dowling Clark 


Dr. Haynsworth D. Clark of Fort Pierce died 
after several weeks’ illness on Jan. 15, 1949 in the 
Fort Pierce Memorial Hospital. He was 56 years 
of age. 

A native Floridan, Dr. Clark was born on Sept. 
9, 1892 in Alachua. After receiving his elementary 
education in the schools of Alachua County, he 
studied medicine at the University of Maryland 
School of Medicine and College of Physicians and 
Surgeons in Baltimore. He was graduated in 1914. 
Following an internship at the Robert Garrett 
Memorial Hospital in Baltimore, he opened his 
office for the practice of medicine in Fort Pierce 
in 1915. With him came his wife, the former Miss 
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Travis Keene, daughter of Dr. and Mrs. H. E. 
Keene, to whom he was married in 1913. 

Dr. Clark was one of Fort Pierce's pioneer 
family practitioners. He served as a medical ex- 
aminer for the local draft boards in World War I 
and World War II, was city health officer for a 
number of years and was a surgeon for the Florida 
East Coast Railway for many years. He filled the 
office of secretary to the Florida Railway Sur- 
geons’ Association for five years and became its 
president in 1939. He was a member of the Phi 
Rho Sigma medical fraternity. 


His activities in medical circles were numerous. 
He served as president of the St. Lucie-Okeecho- 
bee-Indian River-Martin County Medical Society 
in 1937. During his many years of service to the 
Florida Medical Association, he was a District 
Councilor from 1928 to 1932 and from 1937 to 
1939. From 1940 to 1942 he served as a member 
of the Association’s Committee on Necrology. He 
also was a member of the American Medical 
Association. 

Dr. Clark was prominent in civic and fraternal 
activities. He was a member of the Elks’ Lodge 
and various Masonic Orders and was a former Ro- 
tarian. 

Surviving are his wife, Mrs. Travis Clark: two 
daughters, Mrs. F. Willes of Miami and Mrs. A. S. 
Aiken of Fort Pierce; a son, Haynsworth Keene 
Clark of Fort Pierce; a brother, Samuel R. Clark 
of Tampa; two sisters, Mrs. Paul Lainhardt of 
Tampa and Mrs. Walter Williams of Gainesville; 
and two grandchildren. 


EEE, NTE | AINE 
John Leslie Redding 


Dr. John L. Redding of Orlando died on Sept. 
29, 1948 in a local hospital. He was 72 years of 
age. 

Dr. Redding received his medical education at 
the Medical College of Indiana, Indianapolis, from 
which he was graduated in 1904. During the first 
World War, he served in France with the United 
States Army Medical Corps. Dr. Redding had 
practiced medicine in Indiana until 1922, when he 
moved his offices to Orlando, where he practiced 
continuously until the time of his death. 


He was affiliated with the Masonic Order, was 
a member of the Shrine, the American Legion, the 


(Continued on page 725) 
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Veterans of Foreign Wars and the Woodmen of the 
World. He was a member of the Episcopal Church 
in Orlando. 


Dr. Redding was a member of the Orange 
County Medical Society, the Florida Medical As- 
sociation, and the American Medical Association. 


Survivors include two sons, John Raymond 
Redding of Orlando, and Robert Louis Redding 
of Washington, D. C.; two brothers, Rufus Marion 
Redding of Freeport, Tex., and Linden Redding 
of Marion, Ind.; and two sisters, Mrs. Olive Cro- 
fut of Freeport, Tex., and Mrs. Cora Brown of 
Warren, Ind. 





| BOOKS RECEIVED 





PsSYCHODYNAMICS AND THE ALLERGIC Patient. By Har- 
old A. Abramson, M.D. Price $2.50. Pp. 81. St. Paul, 
Minn.: Bruce Publishing Company, 1948. 


An official publication of The American College of 
Allergists, this book represents the first step in the co- 
ordination of organizational allergy and psychodynamics. 
The object is to focus on the importance of emotional 
factors in the routine therapy of the allergic patient by 
both the allergist and the general practitioner. 

The author’s article on “Psychodynamics and the 
Allergic Patient” brings forth convincing evidence of the 
inadequacy of the histamine theory of allergy and the 
importance of emotional factors. There is also a chapter 
by the author on the psychosomatic aspects of hay fever 
and asthma prior to 1900. In addition, the book records 
the first panel discussion on the role of psychodynamics 
and the allergic patient, arranged by allergists under the 
auspices of The American College of Allergists at its Third 
Annual Meeting held in June 1947. By bringing together 
authorities in the field of psychiatry and authorities in- 
terested in the immunologic aspects of the problem in- 
volved in treating the allergic patient, it was possible to 
take this first step in the consideration of the coordina- 
tion of the disciplines of applied immunology and of 
psychodynamics on the same program in a constructive 
way. All students of allergy and psychiatry will be stimu- 
lated by this free discussion of controversial questions. 


aw 


EssENTIALS OF GYNECOLOGIC ENDOCRINOLOGY. By Gard- 
ner M. Riley, Ph.D. Price, $3.00. Pp. 205. Ann Arbor, 
Mich.: Caduceus Press, 1948. 


This presentation of the fundamentals of reproductive 
physiology, the endocrine aspects of gynecologic dysfunc- 
tion, and details of useful diagnostic procedures is de- 
signed as a source of endocrine information for medical 
students, interns, and those of the medical profession 
whose daily lot it is to deal with the vagaries of male or 
female gonadal function. The three sections of the book 
are designated as “Endocrine Physiology,” “Clinical,” and 
“Diagnostic Procedures, Sex Hormone Chemistry and En- 
docrine Preparations.” 


The author is Assistant Professor of Obstetrics and 
Gynecology, University of Michigan Medical School, and 
head of the Gynecological Endocrine Laboratory of the 
University Hospital in Ann Arbor. 
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From where I sit 


by Joe Marsh 









Duke Gets His Tractor 


Duke Thomas bought a farm with 
the money he’d saved in the Service, 
but he couldn’ t get a tractor. He needed 
it badly, but was tenth on the local 
dealer’s list. 


“Tell you what,” old man Peters 
says. “If those nine fellows ahead of 
you agree, you’ll get the next one I 
get in.” “No, thanks,” says Duke, 
“V’ll just take my turn.” 


But old Peters mails out nine post- 
cards. And the other day he tells Duke 
his tractor will be in next week. “I 
simply wrote the facts to the fellows 
ahead of you. They decided it.”’ 


From where I sit, it’s that spirit of 
understanding that helps make our 
democracy so great. Understanding 
for the other fellow’s problems and 
respect for the other fellow’s rights— 
whether it’s his right to earn a living, 
his right to cast his vote against your 
candidate, or even his right to enjoy 
a moderate, friendly glass of beer or 
ale—if and when he chooses. Let’s 
always keep it that way! 


Gre Worse 
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SOCKETS 


Artificial legs without hampering straps 
have been the shining hope of amputees. 
Recently, the development of the Suc- 
tion Socket Leg for above knee amputees 
seemed to realize this hope. 


We understood what this type of limb’ could mean to 
the amputee. But we knew that these limbs were not 
perfected. Thus, in 1947, we joined with the Commit- 
tee on Artificial Limbs and the VA in a program of 
research on the Suction Socket Limb. Under this 
program veteran cases have been awarded by the 
VA to companies having certified suction socket fitters. 
To date we have fitted well over 100 suction socket 
cases, of which 90% have been satisfactory. 

Results of research show only about 20% of cases 
suitable for suction sockets. Results also show that 
close cooperation with doctors is necessary. Hanger is 
continuing research toward the amputee's great hope, 
and will keep the medical profession informed of its 
progress. 


LIMBS 
$07 Hogan Street 
JACKSONVILLE, FLORIDA 





J.K. ATTWOOD, Pharmacist 


Medical Arts Buiiding 
1022 Park Street 
JACKSONVILLE 4, FLORIDA 


BIOLIGICALS TEST SOLUTIONS 
STAINS (MICROSCOPIC) 
PRESCRIPTIONS 


Out-of-Town Orders Shipped by Return Mail 
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and 
GOOD HEALTH 


Get the Best— 
Get Sealtest! 
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